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ABSTRACT OF THE DISSERTATION
A Family Resilience Model of Behavioral Health for Low-Income
Ethnic Minority Families
by
Sherria Donae Taylor
Doctor of Philosophy, Graduate Program in Family Studies
Loma Linda University, June 2013
Dr. Brian Distelberg, Chairperson
Over the past decade, the concepts of relational and family resilience have
emerged as topics of interest in family science. Individual, family, and community level
determinants of family resilience have received increased amount of attention in family
resilience research particularly among low-income minority families. Correlates of
poverty among minority families that have been noted in the literature are that of
substance abuse and lower levels of mental health. The primary aim of this study was to
operationalize the concept of family resilience and develop an empirically-based model
of family resilience. The secondary aim, as it relates to the epidemics of lowered health
and substance abuse, was to develop this model with an emphasis on predicting
behavioral health outcomes. Guided by an integrated Family Resilience Framework,
Family Ecology, and Multicultural Feminist theory, the interdependent relationships
between community, family, and individual resilience were examined among 380 lowincome families living in public housing. Structural equation modeling was employed to
examine a model in which factors that promote community resilience, family resilience,
and individual resilience were expected to predict risks associated with substance abuse
through their association with mental and physical health. This conceptual model was
supported by the data, and produced significant pathways predicting the variation of
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mental health, physical health, and substance abuse patterns in the sample. Implications
for the findings for research, practice, and social policy are discussed.
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CHAPTER ONE
INTRODUCTION

Purpose
“The spiritual health of a nation is predicated upon its ability to care for and meet the
needs of the ‘least among us.”- Dr. Cornel West (C-Span, 2011)
In light of the economic downturn experienced over the past decade, the
population that represents the ‘least among us’ has dramatically increased, repositioning
many families previously defined as middle class to lower levels of socioeconomic status,
thereby, creating a wider gap and resource disparities between those families that have
resources and those that have not (Cellini, McKernan, & Ratcliffe, 2008; Golensky &
Mulder, 2006; National Poverty Center, 2012; Sherman & Stone, 2010; Trisi, Sherman,
& Broaddus, 2011). Furthermore, the second highest national poverty rate in United
States (U.S.) history occurred in 2010, the first being in 1965 (Trisi, et al., 2011). The
middle class population drastically decreased, repositioning many families into lower
levels of socioeconomic status. Consequently, the number of families without health
insurance and experiencing deep poverty (50% below the federal poverty level) reached
all time highs. (Trisi, et al., 2011, p. 1). Ironically, as jobs, family incomes, and federal,
state, and local human service budgets decrease, the demand for housing, education,
mental health, and overall healthcare services provided by community and governmentbased nonprofit organizations dramatically increases (Golensky & Mulder, 2006;
HACSB, 2013; Keller, 2010; Williams, 2011).
These difficult times require unique, innovative, and systemically-oriented
solutions. The U.S. Department of Housing and Urban Development’s (HUD) 2010-2015
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Strategic Plan (Donovan, 2010) emphasized the deleterious role economic challenges
have placed on families and housing in recent years, eroding the foundation upon which
families raise their children, plan for the future, and build their lives. Family scientists are
uniquely positioned for these challenges due to their ability to develop local, state, and
federal policies from a systemic, family-impact perspective which increase impoverished
families’ capacities for resilience and self-sufficiency (Bogenschneider & Corbett, 2010).
Karen Seccombe (2002) suggests rather than hoping for impoverished families to beat the
odds, scholars and researchers should influence social policy and inform those who
control resources to change the odds stacked against impoverished families. Furthermore,
policies that consider the intersection of socioeconomic status, gender, and race have the
power to impact disadvantaged families the most. In this regard, developing and
promoting education, social, and family policies that aim to: a) improve the overall
design and service delivery of prevention, intervention, and support services, b) assist and
improve work force development efforts, c) enhance the quantity and quality of
educational opportunities and institutions, d), promote resilient, stable, and healthy
families, and e) increase the overall quality of life for underrepresented families are
crucial in helping low-income, minority families survive and thrive (Bogenschneider &
Corbett, 2010; Friedman, 1985; Goldenberg & Goldenberg, 2007; Masten & Coatsworth,
1998; Sipe & Doherty, 1993). Although individual, family, and community protective
factors are important in changing the lives of impoverished families, “without sound
policies, individual attributes, involved families, and supportive communities will have
limited effectiveness” (Seccombe, 2002, p. 389).
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A means by which family scientists begin the process of developing and
improving federal, state, and local policies is through the use and dissemination of
empirically-based research. Family scientists have long been interested in the impact of
adverse social phenomena experienced by individuals that have seemingly little capacity
to shape their outcomes. During the 1970s a shift in focus occurred as interests diverged
from a former pathological path to a salutogenic path aimed at understanding why some
individuals overcome in spite of unfavorable and desperate circumstances
(Bronfenbrenner, 1979; Dugan & Coles, 1989; Garmezy, 1991; Kagan, 1984; Lazarus &
Folkman, 1984; Luthar & Zigler, 1991; Waters & Lawrence, 1993). As a result, the
concept of resilience became the term used for an individual’s capacity to overcome, and,
until recently, focused on individual personality traits and characteristics of the individual
(Dugan & Coles, 1989; Kagan, 1984). Over the past two decades, however, the foci
shifted to relational and family systems, and provides support to the theory that families
serve as the most fundamental and proximal ecological system shaping human
development (Kagan, 1984; McCubbin & McCubbin, 1988; Rutter, 1985, 1987; Walsh,
1993 ).
Empirical evidence exploring the intrinsic factors of family resilience have slowly
developed, and often focus on a diversity of populations, family challenges, and
disadvantaged states, such as ethnic minority families and poverty (Cohen, Ferguson,
Harms, Pooley, & Tomlinson, 2011; Johnson, et al., 1998; Macdermid Wadsworth, 2010;
Orthner, Jones-Sanpei, & Williamson, 2004; Sandau-Beckler, Devall, & de la Rosa,
2002; Vandergriff-Avery, Anderson, & Braun, 2004). While the resilience field of study
is wide and encompasses many populations and issues, this study focuses particularly on
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the resilience theories and literature specific to low-income, ethnic minority populations
within the United States (U.S.).
While most resilience theories are broad in generalization and can be applied to
many different populations, challenges faced by families living in poverty are often
exacerbated by issues of isolation, lack of access to educational services, lack of medical
services, as well as behavioral health challenges, often living with a family member
struggling with mental illness and/or substance abuse (Brown & Riley, 2005; Dobalian &
Rivers, 2008; Meara, 2006; Nelson, 1989a; Stansfeld, Head, & Marmot, 1998). Family
resilience researchers and scholars have provided a solid base of literature specific to
these families, and over the past decade, these scholars have sought to further define what
it means for a family to be resilient while living in poverty. More specifically, the goal
has been to understand family resilience factors and how ecological factors increase the
capacities of disadvantaged families to be resilient (McCubbin & McCubbin, 1988;
Mullin & Arce, 2008; Orthner, et al., 2004; Taylor, Casten, & Flickinger, 1993; Walsh,
2002). In general these scholars note that even in the face of poverty, many impoverished
communities, families and individuals emerge strengthened and more resourceful (Walsh,
1996). Despite the adverse structural conditions and economic policies that have a
bearing on poverty, an impoverished family’s capacity for resilience not only buffers the
impact of the stressors and challenges associated with poverty, but also promotes healthy
behaviors, positive attitudes, and successful individual outcomes (Bhana & Bachoo,
2011; Seccombe, 2002; Walsh, 1996).
What is still lacking, however, in family resilience literature is the development of
comprehensive, operationalized family resilience models (Benzies & Mychasiuk, 2009;
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Bhana & Bachoo, 2011; Black & Lobo, 2008). Although good theoretical, inductive
research exists, follow-up confirmatory research that is deductive and quantitative in
nature is scarce. Also lacking is research that examines the processes of resilience across
all the ecological levels, as most focus on one or two levels at a time, i.e. individual,
family, or community (Benzies & Mychasiuk, 2009; Ungar, 2011; Voydanoff, 2005).
According to Michael Ungar (2011), both the capacity of communities and government
systems to provide families with resources that meaningfully support self-sufficiency and
wellbeing and the capacity of families to access these resources provide a better context
for understanding the processes of family resilience rather than simply the ways in which
individuals overcome adversity. To date, no models of family resilience have been
developed that examine the bi-directional influences and interactions among individual,
family, and community levels, as well as their ability to predict behavioral health
outcomes such as mental health and substance abuse (Benzies & Mychasiuk, 2009; Black
& Lobo, 2008; McCubbin & McCubbin, 1988; Walsh, 2003).
Thus the goal of this study was two-fold, the primary purpose being to
operationally define the multidimensional concept of family resilience from an ecological
perspective. The second purpose was aimed at the examination of the indirect and direct
predictive ability of the resultant family resilience construct on two critical aspects of
behavioral health, mental health and risk for substance abuse, among ethnic minority
families living in poverty.

Background
In the wake of the recent economic downturn, the disadvantaged state of poverty
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has notably grown in interest among family resilience researchers as poverty has been
identified as a multidimensional, chronic stressor for families, especially for minority
families (Bhana & Bachoo, 2011; Mullin & Arce, 2008; Orthner, et al., 2004). Although
families in poverty appear to represent a small population with only 15 percent of all
persons in the United States living in poverty (National Poverty Center, 2012, p. 4),
poverty rates for African Americans and Latinos significantly surpass the national rate
with 27.4 percent of African Americans and 26.6 percent of Latinos living in poverty
(National Poverty Center, 2012, p. 1). Furthermore, while more than half of all
Americans will experience poverty by the age of 65, nine out of ten African American
become poor for at least one year between the ages of 25 and 75 (Rank, 2009).
Additionally, households headed by single women comprise the majority of these
impoverished families, which is especially true for African American and Latino
families. Households headed by women and minority families are particularly likely to
slide into poverty and are more prone to live longer in poverty, and less likely to escape
(Cellini, et al., 2008). It would be safe, therefore, to assume, that the majority of families
living in poverty are majority African American and Hispanic single mother households.
One of the larger syndemic issues prescribed by the current pervasiveness of
wealth disparities in the U.S. is housing affordability and an increased demand for public
housing and financial assistance programs (Williams, 2011). The United States
Department of Housing and Urban Development (HUD) currently funds some 3,300
Housing Authorities nationwide to not only provide approximately 1.2 million lowincome families with housing, but also programs aimed at increasing family selfsufficiency (HUD, 2011). Since 1992, however, a trend established by the HOPE VI
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program and the Quality Housing and Work Responsibility Act of 1998, HUD has placed
an emphasis on the decentralization of poverty in public housing. This strategy implies a
goal of eventually replacing all public housing communities with voucher-based
programs as well as added motivation for residents to become self-sufficient (Hunt,
Schulhof, & Holmquist, 1998, p. 2). Through the HOPE VI program, over 50,000 public
housing units within the U.S. have been demolished since 1992, displacing a number of
families in need of housing assistance (Popkin, et al., 2004). In California alone, waiting
lists for public housing have lengthened at an alarming rate, creating a critical shortage in
state housing support. It is estimated that there are approximately one million children on
California’s public housing waiting lists (Williams, 2000). Additionally, for the first time
since 1996, there has been a decrease in the availability of Temporary Assistance for
Needy Families (TANF) block grants (Schott & Pavetti, 2010, p. 1). The deficit in TANF
funds, combined with poverty and unemployment rates, has created an even greater need
among low-income families, crippling their capacity to access basic needs for survival
(HHS, 2012) let alone experience the economic mobility promised in programs like
HOPE VI.
Due to these macro-level changes, the culture of public housing is shifting.
Through recently established Housing Authorities’ programs, such as the Move to Work
designations and Family Self-Sufficiency Programs, low-income families are hardpressed to become self-sufficient, as they are challenged to transition out of public
housing quickly, and create space for incoming families in need (HUD, 2011; Williams,
2000). To achieve such a lofty goal, these families must quickly, and with little room for
error, overcome many behavioral health challenges. This situation creates a paradox of
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sorts, where low-income families experiencing additional challenges are expected to
thrive in public housing by ultimately becoming self-sufficient (defined often as gaining
full-time employment and securing their own residence) (HUD, 2012). In order to
accomplish such a goal, families will need assistance in leveraging their resilience if they
have any hope of meeting these new cultural trends within the housing support systems.
Challenges associated with mental health and substance abuse disparities when
living in poverty have received notable attention in research (Corcoran, Danziger, &
Tolman, 2004; Meara, 2006). Specifically, research over the past decade has documented
that families living within public housing and receiving governmental financial assistance
experience considerably higher rates of behavioral health issues such as mental illness
and risk for substance abuse (Brown & Riley, 2005; Corcoran, et al., 2004; Dobalian &
Rivers, 2008; Siefert, Bowman, Heflin, Danziger, & Williams, 2000; Wickizer,
Campbell, & Krupski, 2000). Within these communities, the intersections of race,
poverty, and gender exacerbate the prevalence of mental illness and substance abuse
among families. Families with members, who suffer disproportionately from cooccurring mental illness, often rely heavily on government programs for income
assistance and health care needs (Corcoran, et al., 2004; Metsch & Pollack, 2005;
Morgenstern, et al., 2003; National Drug Intelligence Center, 2011; Office of Applied
Studies, 2010). Among these families, higher rates of pain, tiredness, and emotional
distress have been found compared to higher socioeconomic groups (Stansfeld, et al.,
1998). African American and Latina single mothers with several children, who comprise
the majority of the families living in poverty, are at an even greater risk of major
depression and anxiety (Corcoran, et al., 2004; Dobalian & Rivers, 2008; Siefert, et al.,
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2000). Among low-income women, drug and alcohol abuse have been linked to less work
experience, lower earnings when working, and higher rates of unemployment (Danziger,
et al., 1999; Meara, 2006; Metsch, Pereyra, Miles, & McCoy, 2003; Metsch & Pollack,
2005; Morgenstern, et al., 2003). With the goals of increasing family self-sufficiency in
mind, the prevalence and persistence of mental illness and substance abuse among these
communities creates a perplexing dilemma for government and nonprofit organizations to
address and overcome. Increasingly, however, family researchers suggest addressing the
multifaceted individual, family, and community levels of family resilience, as an
effective means to improve the psychological, physical, and financial well-being of lowincome families, ultimately increasing families’ resilience capacities (Benzies &
Mychasiuk, 2009; Cohen & Wills, 1985; Hall, Williams, & Greenberg, 1985; Ungar,
2011; Zhang, Chen, McCubbin, McCubbin, & Foley, 2011).
Utilizing an integrative family resilience framework definition focused on
individual, family, and community-levels of family resilience (Benzies & Mychasiuk,
2009; Bhana & Bachoo, 2011; Black & Lobo, 2008; Seccombe, 2002; Ungar, 2011;
Walsh, 2003), this study addresses the need for a socio-ecologically-grounded model of
family resilience and its impact on risks for substance abuse and health within lowincome families. This particular family resilience definition provided the conceptual
foundation for this study.
Family resilience is a multidimensional concept that aims to promote a systemic
view of resilience in both developmental and ecological contexts (Walsh, 1996). At a
time of prevalent concern about the breakdown of the family system and the emergence
of diverse family arrangements and needs, the concept of family resilience has served as
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both a valuable model and framework to recognize and strengthen significant processes
that provide families with the capacity to transcend unrelenting stress and crises (Ganong
& Coleman, 2002; Greeff, Vansteenwegen, & Ide, 2006; McCubbin & McCubbin, 1988;
Walsh, 2007). From an ecological lens, “family resiliency is understood as being built
upon complex interactions between risk and protective factors operating at individual,
family, and community levels” (Benzies & Mychasiuk, 2009, p. 109).
Given the name, it could easily be assumed that family resilience is developed
within the family; however, the literature has shown otherwise, particularly for lowincome families. Therefore, it proved both advantageous and essential to develop a
family resilience model of behavioral health representative of the three interactive socioecological levels (Benzies & Mychasiuk, 2009). Additionally, existing models often turn
a blind eye to the contextual issues surrounding the family, such as gender, ethnic, and
racial disparities within public housing communities (Seccombe, 2002; Ungar, 2011).
Since single mothers are the majority of impoverished families, particularly African
American and Latino families, it seems fitting to consider the beneficial integration of a
multicultural feminist theoretical perspective.
In the field of family studies, the multicultural feminist lens maintains that
understanding the lived experiences of women is critical to understanding families (Allen
& Baber, 1992; Osmond & Thorne, 1993; Thompson & Walker, 1995). A multicultural
feminist approach shares many of the same goals as family resilience theory.
Multicultural feminist theory seeks to identify a low-income family’s strengths, as well as
the strengths of their contextual environment, and create the necessary relationships and
resources that encourage growth and lead to social change (Bengtson, Acock, Allen,
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Dilworth-Anderson, & Klein, 2005; Brown, 2006a). The multicultural feminist lens looks
further into these processes to examine how gender, race, and class intersect and shape
the choices that women make and even what women perceive to be as their choices
(Collins, 2000).
In addition to the aforementioned theories, family ecology also served as an
important conceptualizing framework for this study. Family ecology has a long
developmental history emerging in the latter part of the nineteenth century, a time of
social reformation, industrialization, and increased attention on civic education and the
health and welfare of families (Bubolz & Sontag, 1993) . The ecological perspective is
unique in its emphasis on the interactions among the biological, social, and
environmental aspects of humans (Andrews, Bubolz, & Paolucci, 1980; Bubolz &
Sontag, 1993). Each system is interdependent with other systems, and therefore the
attributes of each system are interdependent with the attributes of other systems
(Bronfenbrenner, 1979; Bubolz & Sontag, 1993). In light of the systemic reciprocity that
occurs within a family’s social context, this theoretical perspective affirmed the
importance of examining the individual, family, and community levels in developing a
family resilience model of behavioral health.
One of the most notable researchers to explore why some families experience
higher levels of resilience more recently was Michael Ungar (2002, 2005, 2010, 2011), a
social worker and marriage and family therapist who leads an international study on
childhood resilience in eleven countries around the world. Departing from the
traditionally narrow and binary focus of resilience, Ungar (2002) suggested reconsidering
resilience as “a seamless set of negotiations between individuals who take initiative and
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an environment with crisscrossing resources that impact one on the other in endless and
unpredictable combinations.” Rather than seeking to solely define resilience as an
individual trait or outcome, Ungar (2002) described it as a product of individual, family,
and environmental interactions. In the task of developing a thicker description of
resilience (Ungar, 2005, p. 89), Ungar (2011) discovered that the success of individuals
and ultimately families was dependent upon the success and resources of their
communities as a whole. Diverging from the traditional path of family resilience
research focused on individual and family-level factors, Ungar (2005) emphasized the
ways in which impoverished families define themselves, often associating their resilience
with their environment, culture, and the opportunities that each of these bring to develop,
sustain, and exhibit resilience.
Few studies have fully assessed protective factors of family resilience in context,
paying attention to the possibilities of moderating and mediating influences that occur
between them (Benzies & Mychasiuk, 2009; Black & Lobo, 2008; Patterson, 2002a). The
scantiness of studies focused on more than one ecological level of family resilience,
therefore, illustrates a significant gap that exists in family science literature. In light of
the compounded stressors faced by low-income ethnic minority families, multicultural
feminism and family ecology theories can be helpful in understanding these limitations
and ultimately supporting the development of new social policies and programs.

Objectives
The overall objective of this study was to explore the potential relationships
among individual, family, and community-levels of family resilience. Additionally, this
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study proposes that an awareness of the interdependence of ecological levels of resilience
can help us to better explain the substance abuse risks and health limitations often
reported in low-income families. Specifically, this study proposes the following research
questions through the development and testing of a family resilience model of behavioral
health:
1) What are the underlying latent relationships between individual, family, and
community resilience constructs?
2) Does family resilience improve health and risks for substance abuse among
ethnic minority families living in public housing?
For the purpose of this study the concepts of interest were community resilience,
family resilience, individual resilience, health, and risk for substance abuse. Utilizing the
Family Resilience Framework, Multicultural Feminist Theory, and Family Ecology
Theory as guiding conceptual frameworks, it was expected prior to analyses that higher
levels of community-level family resilience, moderated by higher individual and familylevels of family resilience, would predict higher levels of health and decreased risks
associated with substance-abuse.

Rationale
Based upon a thorough decade review of the literature regarding protective factors
associated with family resilience, Benzies and Mychasiuk (2009) suggested the need for
future research that aims to generate comprehensive and systemic family resiliency
models in order to capture protective factors and their interactions across socio-ecological
levels. Many studies espousing a family resilience framework have unfortunately
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routinely looked at individual or family levels of resilience within low-income
communities without accounting for the dynamic interactions between all three levels.
Even fewer studies have undertaken the challenge of developing a comprehensive model
of family resilience (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Patterson,
2002a). This study contributes to the field of family science in general, as it developed
such a model for low-income, ethnic minority families thriving and surviving. Each
socio-ecological level was included in the model in order to advance family resilience
literature through the contextual examination of ethnic, minority low-income families. It
also makes important contributions in behavioral health research by examining the
relationship between family resilience and health and substance abuse risks among a
disadvantaged population. Focusing on how families are resilient in context supports the
development of clinical preventative interventions that are more cost-effective than
interventions for families already in the throes of crisis (Patterson, 2002b).
In addition to the need for the development of sophisticated family resilience
models, focus on the environmental context and community resilience as significant
predictors of individual and family has increased among family scientists (Seccombe,
2002; Simons & Simons, 2011; Ungar, 2011). Although family literature recognizes the
complexities involved with defining family resilience, there still seems to be a lack of
research directing us towards the importance of community resilience (Benzies &
Mychasiuk, 2009; Bhana & Bachoo, 2011; Black & Lobo, 2008; Ungar, 2005). As a
result, the contextual systems that greatly influence a family’s level of resilience are
merely seen as passive backgrounds for active family processes, neglecting critical views
of social class, gender, and race relations that may explain varying patterns of resilience
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among families. This narrow perspective, thus far, has not provided family scientists with
the contextual understanding needed to explicate the processes by which family
resiliency is fostered.
The development of a socio-ecological model of family resilience also requires
the utilization of sophisticated analytical strategies, such as structural equation modeling.
Among the family resilience studies reviewed, particularly those focused on low-income
families, quantitative studies imploring more sophisticated analytics are few and far
between (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black & Lobo, 2008).
Most quantitative studies examining aspects of family resilience among low-income
families have employed simpler analytical methods such as correlational analyses,
ANCOVA, and multiple regression that do not allow for testing of latent or reflective
constructs, as well as the predictive and interdependent relationships among these
constructs (Greeff, et al., 2006; Shin, Choi, Kim, & Kim, 2010; Taylor, 2010). Analytic
methods, such as structural regression, provide both an opportunity for the development
of latent constructs and the comprehensive examination of the many ecological levels
impacting families (Babbie, 2010; Musil, Jones, & Warner, 1998). This study fills each of
these very gaps present within family resilience literature.
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CHAPTER TWO
CONCEPTUAL FRAMEWORK

Theoretical Frameworks Overview
For the purpose of this study, the family resilience framework, multicultural feminist
theory, and family ecology theory served as the conceptual frameworks. The family
resilience framework helped to describe the ways in which ethnic minority families living
in poverty achieve psychological and physical well-being despite the many risks often
associated with poverty. Multicultural feminist theory located the exploration of this
study within a sociological understanding and social hierarchy. The application of this
understanding has implications for the conceptualization of structural conditions and
policies associated with poverty. Finally, family ecology theory served as a guide and the
methodological justification for both the ecological conceptualization of overall family
resilience and the examination of the impact of the community-level determinants of
family resilience mediated by family and individual levels on health and risk for
substance abuse.
Family resilience is a multidimensional concept that aims to promote a systemic
view of resilience in both developmental and ecological contexts (Walsh, 1996). At a
time of prevalent concern about the breakdown of the family system and the emergence
of diverse family arrangements and needs, the concept of family resilience has served as
both a valuable model and framework to recognize and strengthen significant processes
that provide families with the capacity to transcend unrelenting stress and crises (Ganong
& Coleman, 2002; Greeff, et al., 2006; McCubbin & McCubbin, 1988; Walsh, 2007).
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The multicultural feminist theoretical perspective in the field of family studies
maintains that understanding the lived experiences of women is critical to understanding
families. Multicultural feminist theory “has drawn attention to the interconnections
among race, class, and gender as they interact to form a complex system of domination
and meaning, and provide a particularly useful way of conceptualizing this social
context” (Blankenship, 1998, p. 396). With this perspective, race, class, and gender
operate concurrently to build and organize social organizations in general and in
women’s lives in particular, rather than serving as a backdrop or as external independent
influences (Blankenship, 1998). The aim of multicultural feminist scholarship is to not
just know about the world, but to change it. It is important to note that feminist theory is
not simply just about women. Rather, it is about the family, community, and society
observed from the usually devalued and disregarded vantage point of women’s
experiences (Chant, 2006; Collins, 1998; Osmond & Thorne, 1993).
Family ecology has a long developmental history emerging in the latter part of the
nineteenth century, a time of social reformation, industrialization, and increased attention
on civic education and the health and welfare of families (Bubolz & Sontag, 1993) . The
ecological perspective is unique in its emphasis on the interactions among the biological,
social, and environmental aspects of humans (Andrews, et al., 1980; Bubolz & Sontag,
1993). Each system is interdependent with other systems, and therefore the attributes of
each system are interdependent with the attributes of other systems (Bronfenbrenner,
1979; Bubolz & Sontag, 1993).
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Family Resilience Theory
In recent years there has been a notable shift for family scientists in how the
concept of resilience is understood and framed (Buckley, Thorngen, & Kleist, 1997;
Kagan, 1984; Lazarus & Folkman, 1984; McCubbin, Futrell, Thompson, & Thompson,
1998; Walsh, 1998). Previous literature over the past two decades, particularly in the field
of child development, demonstrated an individualistic approach to examining resilience
(Bronfenbrenner, 1979; Dugan & Coles, 1989; Kagan, 1984; Lazarus & Folkman, 1984;
McCubbin, et al., 1980a; Rutter, 1987). The foci of the former individualistic approach
diverged mainly between two disciplinary camps, psychology and sociology.
Psychologists largely focused on the themes of individual personality traits, methods of
adaptation despite high-risk, factors that influenced positive adaptation, processes,
positive functioning sustainment, and adversity recovery. Sociologists focused their
interests mainly on the capacity of individuals to make and impose choices, resistance,
and survival (Dugan & Coles, 1989; Garmezy, 1991; Lazarus & Folkman, 1984; Luthar
& Zigler, 1991; Rutter, 1985; Shaikh & Kauppi, 2010; Simeonsson, 1995). Across
studies, however, researchers consistently found that one of the most influential
protective factors related to the cultivation of resilience in children was the development
of a significant relationship with an adult mentor or family member (Gergen, 1990;
Kagan, 1984; Rutter, 1987; Werner, 1993 ). The significance of these discoveries steered
researchers toward the value of a systemic view of resilience and a systemic assessment
of crises. This rebalanced direction focused on the idea of relational resilience, which
was later extended to the family unit, and has become known as family resilience
(McCubbin & McCubbin, 1988; Walsh, 1993 1995; Waters & Lawrence, 1993).
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Traditional Family Resilience Models
Current definitions of what it means for low-income families to be resilient have
largely emerged from the conceptualization of four theories of family resilience that have
urged resilience researchers to consider both the relationships among individuals and
social context when defining resilience: Reuben Hill’s ABCX Model (Hill, 1958), Rand
Conger and Colleagues’ Family Stress Model (Conger, Ge, Elder Jr, Lorenz, & Simons,
1994), Hamilton McCubbin and Joan Patterson’s Resiliency Model of Family
Adjustment and Adaptation (McCubbin & Patterson, 1983; McCubbin, Thompson, &
McCubbin, 1996), and Froma Walsh’s Framework of Family Resilience (Walsh, 1998).

Hill’s ABCX Model
Reuben Hill’s examination of environmental stressors and their impact on the
well-being of families in 1948 has largely laid the foundation for both past and present
family stress and resilience models (Hill, 1958; McCubbin, et al., 1998; McCubbin, et al.,
1980a). After the Great Depression, Hill was interested in the differences between
families who survived catastrophic events and families that did not (Hill, 1948). Hill
(1958) described his ABCX model as “A (the event) – interacting with B (the family’s
crisis-meeting resources) –interacting with C (the definition the family makes of the
event) – produces X (the crisis)” (p.5). He was among the first to develop a model that
challenged the linear assumption of the time that proposed that stressors were the primary
causes for crises within family systems by introducing the concepts of resources and
meaning-making as mediating variables (Hill, 1958).
Articles examining behavioral health among ethnic minority families utilizing this
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model as a theoretical framework, often describe the behavioral health outcomes of
substance abuse and lowered health as either the “A” of the model, the stressful event
described as either a family member’s substance abuse or diagnosis of depression
(Mayers, Kail, Watts, & Ramos, 1993), or the “X” of the model, the crisis that is
produced as a result of a stressful event such as becoming homeless (Wagner & Menke,
1991). The establishment of this model was groundbreaking at that time in that it opened
up the possibility for the development of interventions that could decrease the likelihood
of crises occurring within the family. This model, however, has been criticized for its
pathogenic focus on family weaknesses, as well as its definition of family crisis as an
event-specific stressor, occurring at a single point in time. This inability to conceptualize
crises over time underestimates the experience of poverty as an impactful long term
crises that families often finds means by which to thrive and survive in spite of (Bowden
& Greenberg, 2010).

Conger’s Family Stress Model
Conger and his colleagues (Conger, et al., 1994) took on the challenge of
examining stressors over time in their observation of rural families in Iowa during an
agricultural economic downturn in the 1980s. The Family Stress Model (FSM) was
developed, taking into account Gerald Patterson’s (Patterson, 1982; Patterson, Reid, &
Dishion, 1992) Family Coercion Model examining coercive family processes and
disputes within families under stress and previous studies examining financially
distressed families (Conger, et al., 1992, 1993; Conger, et al., 1990). Conger and his
associates saw a need for the development of an empirical model that explained the
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influence of economic hardship on mental health and the quality of family relationships
over a long period of time (Conger, et al., 1994).
The FSM provided a framework for understanding economic distress and its
impact on individual family members, family, interactive processes, and children’s
(Conger, Conger, & Martin, 2010, p. 694). What the FSM achieved that previous family
stress models did not was “giving psychological meaning to economic hardship”
(Conger, et al., 2010, p. 690). The FSM described the impact of financial stress as a cycle
of negative outcomes above and beyond the limits to financial resources. Financial stress
was described as having the ability to not only create stress, but impact the relationships
within and between family subsystems (Guin, Jakes, & Roper, 2010). Depression,
withdrawal, physical illness, hostility, and feelings of helplessness would develop as a
result of financial stress, ultimately leading to marital conflict and a spillover effect into
other relationships, particularly the relationships between parents and children (Conger,
et al., 1992; Conger, et al., 1994). Children, in response to parental stress and marital
conflict, would begin to exhibit negative internalization symptoms and externalization
behaviors, such as physical illness, increased hostility, depression, and academic failure,
creating a type of vicious cycle within the family (Conger, et al., 1992; Conger, et al.,
1994).
The FSM provided scholars with a glimpse of how family processes and overall
functioning are significantly impacted by substantially real events that occur in the lives
of individuals (Conger, 2010). This model, however, was not without its limitations,
several of which Conger noted. Firstly, Conger and his colleagues (1994) examined
White, rural, traditional nuclear families in the initial development of this model. Outside
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of this demographic, this model was initially challenged in its inability to represent the
experiences of families who do not fit the traditional family ideology and have fewer
economic and psychological resources, i.e. ethnic minority, single-parent households
(Conger, et al., 2010). Since the development of the FSM, however, four studies
observing African-American (Conger, et al., 2002), Finnish (Solantaus, Leinonen, &
Punamäki, 2004), Mexican-American (Parke, et al., 2004), and Chinese American
(Benner & Kim, 2010) families in which two caregivers were present have provided at
least some support for Conger’s theory among a subset of ethnic minority populations in
describing the relationship between economic hardship and children’s development
through caregivers’ relationships. An additional limitation noted has been the FSM’s
description of a simple, linear process in which individual outcomes were influenced by
family relationships which were impacted by SES (Conger, et al., 2010). Various studies
have challenged the linearity of FSM assumptions by examining reciprocal interactions
that occur between quality of relationships and individual psychological well-being
among impoverished families (Annie E. Casey Foundation, 2003; Boyce, et al., 2006;
Siefert, et al., 2000; Taylor, 2010). Also when the impact of SES on family and
psychological functioning is no longer the frame of reference, a much more dynamic,
ecologically-grounded model is necessary to explore these interdependent factors
(Conger, et al., 2010).

McCubbin and Patterson’s Resiliency Model of Family
Adjustment and Adaptation
In response to the pathogenic perspective of family stress theories, the family
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strengths theoretical framework emerged. In contrast, this salutogenic perspective
emphasized the origins of health and factors that promote family wellness rather than the
etiology of disease and illness as the outcome of interest (VanBreda, 2001). Although
there were many factors considered to serve as family strengths, Nick Stinnet and John
Defrain (1985) described them best as the relational patterns, skills, and competencies, as
well as social and psychological attributes that promote and sustain family identity,
cohesion, development, and capacity to cope positively in adversity.
What family strengths research was lacking in regards to coherent and integrated
theoretical models and frameworks, the research team led by Hamilton McCubbin
(McCubbin, Thompson, & McCubbin, 1996) sought to address in the development and
revision of four models of family resilience, the final being the Resiliency Model of
Family Adjustment and Adaptation. Expanding upon Hill’s (1958) ABCX Model by the
inclusion of post-crisis factors, McCubbin and Patterson’s Model of Family Adjustment
and Adaptation (McCubbin, Thompson, & McCubbin, 1996) built upon several postmodernistic & culturally-sensitive assumptions:


All families will face hardships and change is a natural and predictable aspect
of family life.



In order to develop individual and family growth, families develop unique
strengths and capacities.



These unique strengths and capacities are used to a) cope with normative, as
well as unexpected stressors, and b) foster adaptation following times of
crises.
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Families not only benefit from community relationships and resources, but
also contribute to these networks (McCubbin, et al., 1998; McCubbin,
Thompson, & McCubbin, 1996).

McCubbin and Patterson’s (1996) prevention-oriented model reflected a shift in
describing the stressors that result in crises to explaining the processes that occur before
and after family crises from an ecological perspective, inclusive of the individual, family,
community, and cultural factors that influence a family’s capacity to cope with change. A
major challenge to the utilization of this theoretical framework is that many of the
behavioral health studies examining ethnic-minority families have generally only
considered behavioral health as the result of family level factors such as family social
support and resources (Kelley, Whitley, & Campos, 2011; Musil, Warner, Zauszniewski,
Wykle, & Standing, 2009); again, a major concern being that of the role of community
and its impact on the family and individual.

Walsh’s Framework for Family Resilience
Froma Walsh’s (2003) framework for family resilience was built upon the
theories of family stress, coping, and adaptation which primarily focused on the
characteristics and traits of resilient families. Walsh (2003), however, introduced a family
systems perspective of family resilience that emphasized flexible, ecological, and
developmental processes that promote family recovery and growth out of hardship.
Walsh’s (2003) systems-oriented conceptual map of family resilience identified three key
processes of family resilience: 1) family belief systems, comprised of how families make
meaning of adversity, a family’s positive outlook, and transcendent and spiritual beliefs,
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2) organizational patterns, defined as the presence of flexibility, connectedness, and
social and economic resources within a family, and 3) communication and problem
solving, a family’s ability to bring clarity to adverse situations, facilitate emotional
expression, and promote collaborative problem-solving.
Much of the research among ethnic, minority and low-income families utilizing
Walsh’s (2003) resilience framework are qualitative in nature, and seek to further
explicate the meanings of Walsh’s key processes specific to the populations of interest,
i.e. families in poverty and Hispanic families (Hernandez, 2002; Mullin & Arce, 2008).
There is still a great need to further the work of Froma Walsh (2003) by developing and
successfully validating a comprehensive, empirically-based model, a need Froma Walsh
has even confirmed (Duncan Lane, 2011). An ecologically-grounded model that
represents not only Walsh’s key processes of family resilience, but is more inclusive of
individual and community-level processes would greatly support the utilization of her
framework in examining behavioral health. To date, there are no such models developed,
and this represents a major weakness in family resilience literature (Benzies &
Mychasiuk, 2009; Black & Lobo, 2008).

Contributions of a Family Resilience Framework
This study utilized the family resilience framework to describe the way in which
families living in poverty achieve psychological and physical well-being despite the
many disadvantages often associated with poverty. Two common elements have been
found among most definitions of family resilience: a) positive responses are
demonstrated by the family in the midst of an unfavorable situation or stressor (Buckley,
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et al., 1997; Masten & Coatsworth, 1998), and b) as a result of the adverse situation or
stressor the family is empowered, more resourceful, more assured of their abilities, and
developmentally advanced compared to its prior state (Christiansen, Christiansen, &
Howard, 1997; McCubbin & McCubbin, 1988; Patterson, 2002a). The general theory
asserts that all families will face stressors at some point. The stressors act as demands
placed upon the family and have the ability to create positive or negative changes in the
family system (McCubbin & McCubbin, 1988; Walsh, 1993 ). Families living in poverty,
however, live with more cumulative stress and challenges than other families (Bhana &
Bachoo, 2011). The family is situated, therefore, in relation to its particular constraints,
challenges, and resources. Walsh (1996) stated that family stressors vary in intensity and
duration, ranging from normal family developmental challenges to extraordinary,
enduring events such as neighborhood violence or traumas associated with natural
disasters such as the deadly and destructive Hurricane Katrina that greatly impacted the
families of New Orleans. The resiliency approach is established upon the principle that
both individual and family development can be built through the mobilization of
community and harnessing family resources and strengths in the face of misfortune and
hardship (Walsh, 1996).
Family researchers have come to understand family resilience as a
multidimensional construct (Masten & Coatsworth, 1998). Although the construct is
treated as a singular theoretical concept, it is comprised of several interrelated and
distinct dimensions. Among the diverse conceptualizations of family resilience, three
dimensions are commonly recognized as being the key components of this relational
construct.
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The first dimension examines the actual adverse situation faced by the family and
the length of time the situation persists. Long-term situations are often described as
“crises”, and short-term situations referred to as “challenges” (Buckley, et al., 1997;
Golby & Bretherton, 1999; McCubbin & McCubbin, 1988; Walsh, 1998). In response to
challenges families often demonstrate “adjustment”, however, in times of crises families
display characteristics associated with “adaptation” (McCubbin & McCubbin, 1988). All
adverse situations begin as challenges and this is typically known as the first phase in
resiliency models (McCubbin & McCubbin, 1988). It is in this phase that the family
experiences vulnerability and may respond in one of the following two ways to the
challenge according to McCubbin (1998): a) bonadjustment, successfully maintaining the
integrity and functioning of the family system and meeting both the needs of individual
members as well as the family by utilizing positive coping patterns; or b) maladjustment,
being unable to reach a satisfactory adjustment between the families desires, needs, and
the present conditions which ultimately lead to the experience of a crisis (McCubbin, et
al., 1998). When the family is unable to adjust to a particular challenge they transition
into a crisis situation, the second phase of the resiliency model. In this phase the family
responds to the crisis in one of the following ways: a) bonadaptation, successfully
appraising the families capabilities, social support, and resources, and instituting new
patterns of functioning; or b) maladaptation, being unable to successfully problem solve
and cope and needing assistance or referrals.
The second dimension of family resilience is related to the particular life stage
during which the family experiences the adverse situation. (McCubbin & McCubbin,
1988; Walsh, 1998). The life stage has the ability to influence both the capacity of the
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family to successfully adapt or adjust and the nature of the challenge or crisis
encountered by the family in a given period of time (McCubbin & McCubbin, 1988;
Walsh, 1998). It is important to also note that the same challenge or crisis may be
uniquely experienced at different life stages. The life stage plays a very large role in how
well a family responds to unfavorable circumstances (Walsh, 1998). Strengths used to
effectively overcome an adverse situation at a certain life stage may be insufficient to
cope when challenging situations arise at subsequent life stages (Walsh, 1998). For
example marital and financial problems experienced by couples when no children are
present in the home may be exacerbated and experienced differently when school-aged
children are present within the home.
The third dimension of family resilience is concerned with how families make use
of internal and external resources and support during a challenge or crisis (McCubbin, et
al., 1998; Walsh, 1998). For example, during a crisis a family may rely on the inherent
strengths of its immediate family members or may call upon the support and services of
their local church or schools. Increased family resilience has been found in families who
utilize external support and resources found in their social environment (McCubbin,
McCubbin, Thompson, & Thompson, 1995). Because of its multidimensional strengthbased approach, the family resilience framework considers family challenges and
adversities not as destructive events but rather opportunities for growth and healing
(Walsh, 2003). This perspective “recognizes parental strengths, family dynamics,
interrelationships, and the social milieu” (Black & Lobo, 2008, p. 36). Family resilience
is, therefore, strongly related to both the family’s interactions with and perceptions of
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their larger community, particularly what resources, both internal and external, are
available to them.

Limitations of a Family Resilience Framework
At the heart of most family resilience models, a biopsychosocial systems
orientation is present (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black &
Lobo, 2008; Seccombe, 2002; Ungar, 2011; Walsh, 2003). Multiple influences comprised
of the individuals, families, and larger social systems help to create the lens by which
families’ risk and resilience are observed. Challenges are seen as resulting from an
“interaction of individual- and-family vulnerability on the impact of stressful life
experiences and social contexts” (Walsh, 2003, p. 3).
Predominant views on family resilience have been challenged, however, and the
need for conceptual deconstruction has emerged. Family resilience has served to be a
difficult concept to fully examine in that the relationships and etiological patterns
between individual, family, and community levels are ambiguous; they are equally
independent, interdependent, and complementary of each other (Masten & Coatsworth,
1998; McCubbin, et al., 1998; Mullin & Arce, 2008; Walsh, 1998). For some
researchers, the boundaries of family resilience need to be expanded to include the
resilience of other influential environmental systems namely that of cultures,
communities, and governmental systems which are interdependent with family resilience
(Blankenship, 1998; Bowen, 1998; Masten, 2001; McKnight, 1997). The deconstruction
of family resilience becomes complicated, as the goal is not to deconstruct the theory into
so many pieces that there is no longer any viable meaning. Collins (1998) suggests that
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an appropriate deconstruction method to finding alternative means of analyzing and
discussing various developmental phenomena is to move beyond simply examining the
categories in a person’s life to considering the intersections of those categories. This
process of examination supports bringing context into actual, lived experiences. Collins
(1998) stated that “intersectionality references the ability of the social phenomena such as
race, class, and gender to mutually construct one another” (p. 105). As first coined by
Kimberle Crenshaw (Crenshaw, 1989), intersectionality, the understanding, and
utilization of this concept, are vital elements in improving the societal policies and
systems that perpetuate social inequality and inherently impact low-income ethnic
minority families’ capacities for resilience.
Much of the literature examining resilience among low-income populations has
focused on individual resilience, particularly that of children and youth (AbbottChapman, 2001; Christian & Barbarin, 2001; Crosnoe, Mistry, & Elder Jr, 2002;
Johnson, et al., 1998). While outcomes of these studies have been beneficial in expanding
our understanding of resilience in diverse contexts, they lack in providing us with
relational insight and neglect the interactive power of the ecological contexts. They also
serve to isolate community resilience as a phenomena experienced in and of itself, a
passive backdrop to the lived experiences of individuals and families. From a family
scientist’s perspective, incorporating relational methodologies that take into account the
intersections of race, class, and gender, as well as the larger environmental systems,
provide a thicker, socio-contextual description of family dynamics, interactions,
perceptions, and processes (Blankenship, 1998; Shetgiri, et al., 2009; Ungar, 2005;
Vandsburger, Harrigan, & Biggerstaff, 2008). In order to achieve this, both relational and
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social contextually-based models must be utilized to conceptualize research questions and
methodologies. Two macro-level theories that are noted for examining the
aforementioned intersections in those specific contexts, as well as the impact of those
intersections on the family system are multicultural feminist theory and family ecology
theory.
Therefore, what appears to be lacking in family resilience literature is the
systematic applications and holistic assessments of family resilience models through the
lens of macro-level theories (Black & Lobo, 2008; Buckley, et al., 1997; Ganong &
Coleman, 2002; Simon, Murphy, & Smith, 2005). Based upon family resilience models’
systemic and empowerment intentions (McCubbin, et al., 1998; McCubbin & McCubbin,
1988; Walsh, 1993 2002), multicultural feminist theory and family ecology are ideal
macro-level theories to consider for the task of evaluation and theoretical specification.

Multicultural Feminist Theory
The Multicultural Feminist lens provides a means by which the concepts of class,
gender, and race are understood as relational, multiplicative (King, 1988) concepts. They
are not simply characteristics of women or low-income ethnic minorities, but rather
historically developed relationships of varied distribution of privileges, power, and
resources that at any given moment interrelate particularly in the study of health
disparities and resilience (Mullings, 2005). Family resilience theory, as it currently
stands, appears to be effectively substandard in its tendency to overlook power
differentials and larger meso and macro-level ecological issues as they relate to culture,
politics, and policies (Mullings, 2005; Seccombe, 2002). For example, a multicultural
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feminist lens would argue that current HUD policies promoting the decentralization of
poverty as a means by which self-sufficiency can be achieved are based upon flawed
social policies that view poverty as an individual or familial issue rather than a social one
(Seccombe, 2002). HUD’s decentralization efforts over the last fifteen years that describe
families as resilient despite living within pejorative environments may well in fact be
further subjugating women and ethnic minorities (Popkin, et al., 2004). Although many
low-income families have been defined as resilient and thriving within pejorative
environments, is thriving enough? Or as Blankenship (1998) noted, have we made a
distinction between “thriving in the face of routine challenges of daily life and thriving in
the face of challenges that are an extraordinary part of life” (p.393)? If the power
differentials were made structurally equal, the ability to thrive and become self-sufficient
might be greatly increased (Blankenship, 1998; Seccombe, 2002).
The Sojourner Syndrome is a multicultural feminist, metaphoric model that
speaks to these social issues by examining the relationships among groups defined by
their positions in race, class, and gender hierarchies (Mullings, 2005). Sojourner Truth,
an iconic African American woman, described ways in which both feminists and black
activists of that time neglected the plight and the rights of black women (Mullings, 2005)
when she delivered her poem “Ain’t I a Woman” to the majority White female and male
attendees of the Women’s Rights Convention in 1851 ("Sojourner Truth's "Ain't I a
Woman?"," n.d.). Prevailing societal attitudes encourage mothers to see their
developmental struggles and use of internal and external resources as being individually
created rather than resulting from social inequalities (Jordan, 2006; McCubbin, et al.,
1980a; McCubbin & McCubbin, 1988). The Sojourner Syndrome model challenges the
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concept of individual and family risk among low-income ethnic minorities, and
emphasizes the need to address structural constraints, the ways in which families resist
them, and to develop policies and interventions that provide greater access to housing,
employment, education, and health care (Mullings, 2005). The multicultural feminist lens
would look further into these processes to examine how gender, race, and class shape the
choices that low-income, ethnic minority families make and even what they perceive to
be as their choices. These intersectionalities are particularly relevant in the discourse on
the feminization of poverty which describes the disproportionate rate of women in
poverty as a result of deprivation of capabilities and gender biases present in both
governments and societies, not just lack of income (Chant, 2006).
By virtue of the aforementioned challenges to traditional resilience ideology,
multicultural feminist and community resilience scholars also aim to promote the
empowerment of disenfranchised communities and leadership development
(Blankenship, 1998; Bowen, 1998; De Reus, Few, & Blume, 2005; Ungar, 2010). The
necessity of developing policies and family resilience models that both examine and
promote social integration and engagement is particularly important as many HUD
communities are governed by majority White upper class politicians (Fauth, Leventhal, &
Brooks-Gunn, 2008; Ungar, 2005). In contrast to the goals of decentralization,
communities in which individuals are connected by common goals and struggles, provide
unique opportunities to develop leaders within communities that will not only influence
community interactions as a whole, but the social policies that specifically target and
dictate the outcomes of their communities (Fauth, et al., 2008; Keene & Geronimus,
2011; Oakley & Burchfield, 2009).
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Limitations of a Multicultural Feminist Framework
In observing the strengths of the multicultural feminist lens in examining family
resilience, it is important to recognize its foundational feminist theoretical limitations.
The major challenge for feminist research in family studies has been observed in the
dimensions of gender relations that tend to be neglected or not recognized by its
fundamental focus on power and conflict (Osmond & Thorne, 1993; Thompson &
Walker, 1995). All the while experiencing oppression and diminished power in both
families and communities, women still experience their connections with men, with their
children, and with their community as their sources of support in dealing with
subordinate realities and poverty. Women of color particularly highlight this apparent
contradiction (Cowdery, et al., 2009; McCubbin, et al., 1998; McCubbin & McCubbin,
1988; McGlotten, Davis, & Agard-Jones, 2009; Prince Cooke & Baxter, 2010). For the
feminist researcher deconstructing the family poses a problem when the site of
diminished power, subordination, and conflict also serves as a “source of strength,
solidarity, and the collective ability to survive” (Osmond & Thorne, 1993, p. 617). This
collective ability to survive is often the basis for a family’s confidence in their ability to
overcome in spite of challenges, an integral component of family resilience.
Another limitation of feminist theory and its ability to evaluate family resilience is
related to its neglect of the intergenerational dimensions of families (Hirsch & Keller,
1990). Although the theory has developed in its capacity to examine the impact of race,
ethnicity, social class, and sexuality on families namely that of multicultural feminism, it
still tends to overlook the concepts of generation and age and intersectionalities with the
aforementioned concepts. All families have stories; the relational, emotional, and

34

psychological histories families bring to the table when adverse situations occur. Walsh
(2003) identifies these stories as legacies of the past that both positively and negatively
influence a families response to a particular stressor. These legacies shape how a family
defines and perceives a stressor (McCubbin, et al., 1998). A merging of mutigenerational
and developmental strains may also occur and cause a family to negatively experience a
particular life-cycle passage that had been traumatic for the previous generation (Walsh,
2003). These family stories may alter the family’s perspective of an adverse situation,
but may also serve as a source of strength when the stories or adversity narratives serve
as models of resilience and inspire adaptation and adjustment efforts (Walsh, 2003).

Contributions of a Multicultural Feminist Framework
Despite the limitations of the underpinnings of feminist theory, an integrated view
of family resilience challenges the prevalent definition of family resilience. Multicultural
feminist research aims to reveal the inadequacies of current family resilience models that
do not consider power and the social hierarchal positions of low-income ethnic minority
families (Collins, 1998; De Reus, et al., 2005). A feminist approach to family resilience
allows for observations of intersectionalities at multiple levels- inclusive of the
intrapersonal, interpersonal, community, and larger society (Bengtson, et al., 2005;
Mullings, 2005; Osmond & Thorne, 1993) In essence multicultural feminist theory
encourages family scientists to discover how low-income ethnic minority families “do”
family resilience, experience this concept differently, create identity, and negotiate
intersectionality in their extraordinary socioecological contexts (Blankenship, 1998;
Mullings, 2005; Seccombe, 2002). Seen from their vantage point, family resilience is no
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longer defined by individual or interpersonal experiences or capacities. Policies and
interventions that focus on the development of family resilience would then include
strategies to address structural constraints and empower low-income ethnic minority
communities to advocate for solutions that are meaningful for them.

Family Ecology Theory
Bronfenbrenner’s bioecological systems theory has played a major role in
advocating for increased contextual attention among ecological researchers in human
development and developing family ecology theory (Andrews, et al., 1980).
Brofenbrenner explained the individual’s environment as a set of nested systems similar
to that of a collection of Russian dolls (Bronfenbrenner, 1979, p. 3). According to him,
there are five environmental systems differentiated based upon their purpose and
proximity to the developing individual: 1) the microsystem, the system in which the
individual lives and includes the person’s own biology, 2) the mesosystem, the
connections between microsystems or contexts, 3) the exosystem, the links between
social settings of which the individual does not actively participate in, 4) the
macrosystem, the social milieu and culture that encompass all of the systems, and 5) the
chronosystem, the internal and external transitions and dimensions of time that occur
over the life span (Bronfenbrenner, 1995).
In maintaining the integrity of family ecology, the examination of the concept of
family resilience must be broadened to include biological and other environmental
factors, and understood as not only occurring within each system, but as a by-product of
the interactions between systems. Through the interactive transfers, exchanges, and
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transformational processes that occur between systems, resilience unique to each system
and between systems develops (Bronfenbrenner, 1979). Therefore, in order to fully
conceptualize family resilience from a pure ecological perspective, there must be an
awareness of, differentiation among, and inclusion of concepts such as individual
resilience, community resilience, resilience-based work and civic policies, and even the
resilience of the natural environment to name a few. For example, a close relationship
with a mother or father, which is considered a protective factor in family resilience, can
be diminished or completely undermined by the individual risk factors of anti-social
behavior and rebelliousness, the community risk factors of low socioeconomic status, low
neighborhood attachment, and high mobility, the aforementioned structural constraints as
they relate to race, gender, and class, as well as the natural environmental risk factors of
climate change and low production of food (Booth, Carver, & Granger, 2000; Bowen,
1998; Christiansen, et al., 1997; Greeff, et al., 2006; Mullin & Arce, 2008). The concept
of interdependency is supported by the ecological assumption of reciprocal interaction, a
change in any part of the ecosystem induces a change in another part of the ecosystem
and in the process is changed or acted on in return (Bronfenbrenner, 1979).
Family ecology also challenges family resilience’s claim to having an ecological
perspective by highlighting unresolved complications and absences of measurement.
Although family resilience researchers position their models as ecologically-grounded,
the unit of measurement is generally not inclusive of observations of other ecological
systems (Gardner, Huber, Steiner, Vazquez, & Savage, 2008; Lazarus & Folkman, 1984;
McCubbin, et al., 1998; Walsh, 2007). The observations that most often describe family
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resilience measure either individual or family or community dimensions of family
resilience, but rarely all three at the same time.

Limitations of a Family Ecology Framework
Utilizing a pure ecological perspective is not without its challenges, however, and
limitations to family ecology theory have been noted. The comprehensive use of the
family ecology theory proves difficult in that the boundaries and limits of this type of
research are often difficult to ascertain (Andrews, et al., 1980; Bubolz & Sontag, 1993).
It would appear that family ecology is so broad and inclusive that nothing can be
excluded. In application, a pure ecological perspective would require a multidisciplinary
approach and resources that are often not available to family scientists. Efforts that would
assess the resilience of each ecological system of interest would require extensive
monetary support as well as manpower.
Another noted limitation of the family ecology that multicultural feminist theory
highlights is its inability to examine the social, historical, cultural, and institutional
contexts of people-environment relationships (Binder, 1972). One’s health, for example,
from an ecological perspective may be viewed as influenced by family structure, family
communication processes, and support systems. The pertinent social conditions
impacting health inclusive of symbolic values of environments, perceived predictability,
or controllability would not normally be emphasized (Stokols, 1992). Although Family
Ecology addresses the functionality of micro, meso, and macro-level systems, it speaks
little to ways in which families are functional across systems in ways that are meaningful
and relevant to them (Binder, 1972; Bronfenbrenner, 1979; Stokols, 1992).
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Contributions of a Family Ecology Framework
The benefits of integration, however, outweigh the limitations of the family
ecology theory. In consideration of a broadened definition of what it means for a family
to be resilient, the concepts and dimensions of family resilience must be broadened as
well. Challenges, crises and stressors that occur at each level have the ability to positively
or negatively impact the family’s responses to their adverse situations (Booth, et al.,
2000; Bowen, 1998; D'Onofrio & Lahey, 2010; Landau, 2010). When the family
responds positively, however, not only is the family empowered, but the individual,
community, and society are empowered, more resourceful, more assured of their abilities,
and developmentally advanced compared to their prior state. In order to understand and
organize a socio-ecological model of family resilience the concepts of interdependence,
homeostasis, and feedback must be present in order to account for the diverse and
dynamic environments in which ethnic minority low-income families reside in (Benzies
& Mychasiuk, 2009).
An integrated view of family resilience also challenges the binary nature of the
prevalent definition of family resilience, as the family’s resilience is assumed to be both
related to and a by-product of resilience in other environmental systems (Bhana &
Bachoo, 2011; Blankenship, 1998; Bowen, 1998; Ungar, 2005). This perspective allows
for a more fluid perspective of family resilience with varying levels of intensity rather
than simply the presence or absence of the construct. It also supports family researchers
in better understanding the inadequacy of developing narrowly-focused, tertiary-level
definitions, policies, and interventions for individuals and families experiencing crises
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without fully considering the impact of the environmental context (Betancourt, 2010;
Weine, 2005).
In general, the larger society, governmental organizations, and even family
scholars thus far have set up expectations of resilient behavior for impoverished familiesbe gainfully employed, achieve financial success, and take care of one’s family- however,
the many ways in which society undermines this attainment is hardly ever considered
(Blankenship, 1998; Seccombe, 2002). Despite the growing volume of studies on family
resilience, race, class, gender, and environmental contexts are still predominantly viewed
as external independent influences, passive conditions to the adversities and challenges
impoverished families face on a daily basis (Seccombe, 2002; Ungar, 2005). An
integrative framework of family resilience, however, seeks to illuminate the ways in
which these complex systems of domination and meanings influence capacities for
resilience at individual, family, and community levels. By specifying the Family
Resilience framework theoretically it has profound implications for entire
conceptualizations of what is meant by the words adversity, risk, strength, resource,
resilience, and so much more. Increasing awareness and knowledge about the strong
influences of gender, class, race, and social context on resilience outcomes can provide
balance to the inordinate focus on personal behaviors and choices. Each of the
aforementioned theoretical frameworks provided the rationale for conceptualizations of
both the constructs of interest and the following conceptual family resilience model of
behavioral health tested in this study:
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Figure 1. Generic mediation family resilience model of behavioral health tested (on the basis of (Benzies & Mychasiuk, 2009;
Bhana & Bachoo, 2011; Black & Lobo, 2008; Ungar, 2011; Walsh, 2003)).

CHAPTER THREE
REVIEW OF THE LITERATURE

Developing a Family Resilience Model of Behavioral Health
In 2011, the Substance Abuse and Mental Health Services Administration
(SAMHSA) developed eight new strategic initiatives that are identified as being the focus
of not only SAMHSA’s resources, but areas of urgency and opportunity (SAMHSA,
2011c). Number one on the list of initiatives that guide SAMHSA’s work is the
prevention of substance abuse and mental illness. This governmental prioritization is
understandable as it is projected that by the year 2014, United States’ expenditures on
mental health and substance abuse treatment will have reached $239 billion (Power,
2010). The purpose of this initiative is to create “communities where individuals,
families, schools, faith-based organizations, and workplaces take action to promote
emotional health and reduce the likelihood of mental illness, substance abuse including
tobacco, and suicide” (SAMHSA, 2011c, p. 1). The mission of this initiative is
remarkably systemic and salutogenic in its orientation, a welcome departure from the
individualistic, medical behavioral health models of the past (Frohlich & Potvin, 1999).
A population of prioritization in this national agenda is low-income ethnic
minority individuals, families, and communities, the populations most disproportionately
impacted by the more recent economic downturn (SAMHSA, 2011a). In 2010, 22 percent
of all children were poor (National Poverty Center, 2012, p. 4). The poverty rates for
African American and Latino children varying substantially 38.2 percent of poor children
were African American and 35 percent were Hispanic, compared to 13.6 percent Asian
and 12.4 percent White children. Again, the larger concern being associated with most
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impoverished children being solely raised by single women, comprising the majority
impoverished families, particularly African American and Latino families (National
Poverty Center, 2012).
Therefore, SAMHSA has urged researchers and scholars to consider mental
health and substance abuse from an ecological perspective. This new vision and value
orientation of SAMHSA compliments the empowering strategies of family resilience
theory. The overall goal of family resilience theory in application is to create family
policies and programs that will enable families to develop and sustain the protective
factors that foster family resilience at the individual, family, and community levels
(Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black & Lobo, 2008). Family
scientists are, therefore, perfectly positioned to provide the much needed insight and
empirically-based support in the design of local, state, and federal policies and programs
that will most effectively impact the risks for substance abuse and lowered mental health
among low-income families. Over the past decade, individual, family, and communitylevel factors such as family communication, self-esteem, and neighborhood conditions
have been focused on as mediators and moderators of exposure to risks for substance
abuse and lowered mental and physical health, as well as other behavioral health issues
(Coyle, et al., 2009; Harvey & Hill, 2004; Johnson, et al., 1998; Sandau-Beckler, et al.,
2002). This is a significant opportunity to apply these relevant findings at specific
ecological levels to the development of a comprehensive family resilience model of
behavioral health that will not only have the potential to increase families’ capacities for
resilience but impact risks for mental illness and substance abuse.
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Mental Health
It is estimated that more than 26.9% of all adults, 18 years of age and older, in the
United States suffer from a diagnosable mental health disorder (SAMHSA, 2010).
“Nearly half (45%) of those with any mental health disorder meet the criteria for two or
more disorders, with severity strongly related to comorbidity” (Ganong, et al., 2007b).
Although astounding, this statistic, however, does not account for the many undiagnosed
cases of lowered mental health. Mental health, as described by the Surgeon General, is
effective mental functioning that results in productivity, fulfilling relationships, and
successful coping during times of hardship and adversity (HHS, 2003).
Women being the majority population residing in public housing communities are
at even greater risk for mental illness. In general, it is widely known that in comparison to
men, women experience higher rates of psychological distress and increased factors and
risks associated with lowered mental health (Power, 2010; Riolo, Nguyen, Greden, &
King, 2005; Wiesner, et al., 2010). “Rates of depression among women are 1.5 to 3 times
that of men” (Ganong, et al., 2007b, p. 1). This again points to a disparity that should be
of great concern and a focus of intervention efforts among family scientists, particularly
among low-income families. Considerably higher rates of psychological distress,
depressive symptoms, major depression, as well as risks for depression, have been
reported among mothers with several young children, single mothers, and mothers in
poverty (Siefert, et al., 2000). Women of color, the population overrepresented among
low-income families in public housing (Fauth, et al., 2008; Livermore & Powers, 2006),
experience even greater risks of mental illness compared to those of low-income white
mothers due to the additional risk of perceived racial discrimination, a phenomena
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positively associated with lowered mental health (Corcoran, et al., 2004; Siefert, et al.,
2000; Stansfeld, et al., 1998). Mild, as well as severe, symptoms related to somatization,
a mental illness in which individuals report physical illness that cannot be explained
medically, are more commonly expressed among African Americans (15%) than Whites
(9%) (Services, 2001). Hispanic American women are also more likely to report
symptoms of somatization in comparison to Whites as well (Services, 2001) For Hispanic
Americans, however, the pressures of acculturation have been found to be associated with
mental illness and differences have been found among U.S. born Hispanic Americans and
immigrants, higher rates of lowered mental health being found among U.S. born Hispanic
Americans (Ganong, et al., 2007b; Siefert, et al., 2000; Stansfeld, et al., 1998).
Among low-income families, lowered mental health in addition to the everyday
challenges associated with the lack of financial resources, is an issue of major concern for
family scientists, educators, and policy makers (Meara, 2006; Siefert, et al., 2000; Taylor,
et al., 1993). The percentage of low-income individuals having problems with, or being
diagnosed with, a mental health problem or disorder, such as depression or anxiety, has
dramatically increased with the past decade, 21% to 43%, as compared to the relative
stability and lower rates found among higher income groups, 19 to 17%, ((Ganong, et al.,
2007b). Paradoxically for families living in public housing, taking steps toward selfsufficiency and upward social mobility are requirements for the receipt of housing
benefits (HUD, 2011). This presents a conundrum of sorts, as mental health is what
contributes to the development and sustainment of both human and social capital, as well
as the economic development of underprivileged communities (World Health
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Organization, 2005). It is what essentially allows for life to be a gratifying and productive
experience (Power, 2010).
The shared impact of lowered mental health within the family system is also
important to consider. Low-income and single parents are two to three and half times
more likely than middle and upper class parents to report symptoms of lowered mental
health compounding yet another burden for the impoverished family (Annie E. Casey
Foundation, 2003). Throughout family research, a reciprocal link between parental and
child mental health has been long established (Annie E. Casey Foundation, 2003; Boyce,
et al., 2006; Ganong, et al., 2007b; Siefert, et al., 2000). A mother’s struggle with major
depression has been shown to not only impact the ability to provide both emotionally and
financially for children, but also increases risks for psychopathology and developmental
problems in children (Ganong, et al., 2007b).

Substance Abuse
In coping with lowered mental health, individuals challenged by mental health
issues, particularly those without access to health insurance, psychological support
services, and medical care, often self-medicate in order to cope with and decrease the
symptoms of depression and anxiety, as well as physical symptoms associated with
mental illness (Danziger, et al., 1999; HHS, 2003; SAMHSA, 2011b). One of society’s
most prevalent and complex problems is that of substance abuse and addiction. When
examined by medical professionals lowered mental health and substance abuse are
commonly diagnosed together (HHS, 2003; SAMHSA, 2011b). Findings from the 2010
National Survey on Drug Use and Health demonstrated that adults aged 18 and older who
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had experienced a major depressive disorder or serious psychological distress within the
past year were more likely to have a substance use disorder than their counterparts who
had not experienced either. Even among youth ages 12 to 17, the association is the same
(SAMHSA, 2011b). Thus, the risks associated with lowered mental health are intricately
linked to risks for substance abuse.
In 2010, approximately 22 million individuals aged 12 and older had been
classified as either substance dependent or as a substance abuser in the past year
(SAMHSA, 2011b). Among families, it is estimated that more than eight million
children live in a household with a parent struggling with substance abuse (SAMHSA,
2004). This statistic is astounding and should be of great concern for family scientists, as
a child’s typical emotional, mental, and physical development is often interrupted by a
parent’s substance abuse-related behaviors (The Center on Addiction and the Family,
n.d.). The impact of substance abuse, however, is largely systemic and does not simply
end with the immediate family. In addition to the issues of denial, adultification of
children and youth, and co-dependency among many others that may occur within a
family in which a parent abuses substances (CSAT, 2004), the vital social support often
received from extended family members, neighbors, friends, and the larger community is
significantly lower among these families (CSAT, 2004), exacerbating the issues of
isolation prevalent among low-income communities (Distelberg & Taylor, 2010, 2011) .
One of the vulnerabilities for substance abuse that is of great concern to family
scientists and policy-makers is that of poverty, particularly among ethnic minority
families (Metsch, et al., 2003; Mindel & Hoefer, 2006; Morgenstern, et al., 2003;
SAMHSA, 2011c). Although no socioeconomic, cultural, or ethnic group is exempt from
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the possibilities of substance abuse impacting them, as this issue does not discriminate,
disparities do exist. If financial stressors were not enough, the communities in which
impoverished families reside are considered strong risk factors for the development of
substance abuse. High population density, high mobility, and low neighborhood
attachment, each of which are common characteristics found among low-income
neighborhoods have been found to be significantly related to risks for substance abuse
(Nelson, 1989b). Lower levels of education and unemployment, issues found among two
public housing communities in San Bernardino County (Distelberg & Taylor, 2010,
2011), are also commonly linked to substance abuse (SAMHSA, 2011b). Adults aged 18
and older who graduate from college tend to have lower rates of substance abuse (7.3%)
than those who graduate high school (8.3%), don’t graduate from high school (10.2%),
and even those with some college (10.6%) (SAMHSA, 2011b). The findings are similar
in regards to substance abuse and employment. In a study examining barriers to
employment among welfare recipients, Metsch and Pollack (2005) found that among
low-income individuals receiving Temporary Assistance to Needy Families (TANF),
about 20 percent reported using an illicit drug in the last year. In their own words, lowincome individuals rated substance abuse as the number one reason for poverty in a 2001
survey about poverty in America, nearly twice as likely as middle and upper-income
individuals to rank substance abuse so high (Kaiser Family Foundation, 2001).
Substance abuse among ethnic minorities continues to increase in disturbing
numbers. Even when considering the great social and economical advances that African
Americans and Hispanic Americans have made over the past several decades, disparities
in regards to substance abuse behaviors are still largely exaggerated. Although, African
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Americans comprise approximately 12% of the population in the U.S., they account for
23% of substance abuse treatment admissions (Britt, 2004). It is important to keep in
mind that this statistic is only observing outcomes as they relate to treatment of
substance, a number that would greatly increase if individuals not in care or seeking help
were accounted for.
In light of the aforementioned challenge associated with lowered mental health
and substance abuse among impoverished families, family resilience research has sought
to explicate the determinants of resilience associated with mental health and substance
abuse. Optimism, hope, higher levels of education, family cohesion, family social
support, positive family outlook, community social support, and availability of medical
resources, to name a few, have all been found to be associated with increased mental
health and lower risks for substance abuse (Coyle, et al., 2009; Greeff, et al., 2006;
Greenhill, King, Lane, & MacDougall, 2009; Wu, Li, & Zhu, 2010), and are also
considered to be individual, family, and community-level determinants of family
resilience (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black & Lobo, 2008;
Ungar, 2011; Walsh, 2003). These findings present family scientists with a unique
opportunity to not only positively impact behavioral health within low-income
communities, but also the overall well-being and resilience of family members for
generations to come.

A Socio-ecological Model of Family Resilience
As a strength-promoting framework, family resilience theory aims to highlight the
ways in which low-income families are able to meet their basic needs, achieve their
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goals, and overcome the high odds for failure despite the many pressures they face on a
daily basis (McCubbin & McCubbin, 1988; Orthner, et al., 2004; Seccombe, 2002;
Walsh, 2007). Despite the benefit of the availability of literature focused on the
adversities and capacities for resilience among low-income ethnic minority families,
numerous studies have contrarily demonstrated evidence of family resilience among this
population (Conger & Conger, 2002; Crosnoe, et al., 2002; Werner, 1993 ). Ambiguity
has been noted as a concern in resilience literature as researchers seem to disagree on a
common definition and understanding of the concept. It becomes challenging, even the
more so, as researchers attempt to elucidate what it means for a family to be resilient
(Patterson, 2002b; Simon, et al., 2005; Ungar, 2005).
The next step, however, in advancing family resilience theory is taking it from a
primarily descriptive position to a prescriptive stance that can be applied to the
development of family interventions and policies (Landau, 2010; Seccombe, 2002). In
order for prescriptive efforts to materialize, developing empirically-based, efficacious
models of family resilience, as well as examining their influence on prevalent risk factors
must take place. Although seemingly a daunting task, arriving at sound, operationalized
definitions of what it means for a family to be resilient is necessary for progress to occur
(Benzies & Mychasiuk, 2009).
For the purpose of developing an operationalized model of family resilience, an
integrated definition of family resilience was utilized based upon a thorough review of
family resilience literature. An addition to arriving at a definition of family resilience, a
second goal of the literature review process was to ensure inclusion of contemporary,
provocative research voices that currently push the envelope of traditional family
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resilience research. These contemporary views challenge family scientists to consider
more deeply the social, cultural, and environmental contexts and structures families are
situated within (Blankenship, 1998; Collins, 1998; Seccombe, 2002; Shetgiri, et al., 2009;
Taylor, 2010; Ungar, 2005). The third goal of the literature review was to include the
examination of family resilience literature positioned from a prescriptive stance,
describing ways in which family resilience can be utilized to increase mental and
physical health and lessen risks for substance abuse in low-income communities. The key
commonalities found in reviewing the literature were the ecological perspectives of
family resilience, describing the phenomena as product of constant, dynamic transactions
between the individual, the family, the community, and the larger society (Landau, 2010;
Patterson, 2002a). In other words, family resilience is largely understood as a product of
various socioecological levels, the most frequently discoursed levels being that of the
individual, family, and community (Benzies & Mychasiuk, 2009; Bhana & Bachoo,
2011; Black & Lobo, 2008). Based upon these findings, a larger ecological model was
imposed in the development of a family resilience model of behavioral health inclusive of
the following determinants of family resilience among low-income families listed in
Table 1.
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Table 1
Organization of protective factors according to the family resilience model of behavioral
health (on the basis of (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black &
Lobo, 2008; Ungar, 2011; Walsh, 2003)).
Community

Family

Individual



Community Social
Support



Family Structure



Internal Locus of
Control



Community
Involvement



Family Cohesion &
Adaptability



Self-Esteem



Organizational
Religiosity



Family Social
Support



Optimism & Hope



Quality of
Environment (Safety
and Conditions Scales
& Community
Characteristics



Family Financial
Resources



Individual
Spirituality &
Religiosity



Community
Resources



Family Spirituality
& Religiosity



Education



Collective Ethnic
Identity



Family Adversity
Narrative



General Health



Family
Collaborative
Communication



Family Celebrations



Access to Formal
Social Service
Systems
(Healthcare,
Education,
Employment, &
Government
Supports)
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Community Resilience
At the broader ecological level, the community level of family resilience is
becoming a growing concern among family resilience discourse. Recent literature is
emerging that is refocusing the attention of family scholars on the social, environmental,
and ecological processes that predict that families can and will thrive despite exposure to
challenges and crises (Ungar, 2011). Gary Bowen (Bowen, 1998), a social worker who
has played a major role in developing our understanding of community resilience,
defined community as “a network of informal relationships between people connected to
each other by kinship, common interest, geographic proximity, friendship, occupation or
giving and receiving of services- or various combinations of these” (p. 3). Historically,
resilience theories viewed the community as solely a risk factor, often plagued by issues
of crime, isolation, lack of community resources, and poverty (Hill, 1958; Kagan, 1984;
Luthar & Zigler, 1991; McCubbin, et al., 1980a; Rutter, 1985). As resiliency theory
continues to evolve, however, incorporating systemic aspects of relational, family, and
broader ecological characteristics of resilience, the resilience of the community and its
ability to support the growth of individual members and families continues to be given
increased attention (Bowen, 1998; McCubbin, et al., 1998; Seccombe, 2002; Ungar,
2011). This shifting attention has challenged family scientists to consider the community
as a system in its own right, having the ability to possess its own, unique type of
resilience (Elo, Mykyta, Margolis, & Culhane, 2009; Ungar, 2011; Walsh, 2007; Zatura,
Hall, & Murray, 2010).
Community resilience, similar to the definition of family resilience and described
by Bowen (1998), is the capacity of a community to develop, sustain, and recover
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expected or satisfactory levels of community identity, resources, and cohesion in the face
of natural or man-made crises. Over the past decade, researchers have argued that the
physical infrastructure, sociodemographic, institutional capacity, and social organization
dimensions of communities, inclusive of macro and exosystemic ecological levels, have
the potential to shape the physical, mental, social, and spiritual health of individuals and
families (Oberwittler, 2007; Smokowski, Mann, Reynolds, & Fraser, 2004; Ungar, 2011;
Walsh, 2007).

Community Social Support
A determinant of community resilience that is widely discussed in family
resilience literature is social support (Benzies & Mychasiuk, 2009; Bhana & Bachoo,
2011; Black & Lobo, 2008; Ungar, 2011; Walsh, 2003). For the purpose of this study,
social support was defined as the “availability of people to provide assistance with
physical, psychological, and material needs in times of distress” (Benzies & Mychasiuk,
2009; Black & Lobo, 2008; McCubbin, et al., 1980b; Paranjape & Kaslow, 2010, p.
1900). At the community level, social support is received from social networks inclusive
of extended family, friends, and community organizations that serve in both leverage and
coping functional capacities for families (DePanfilis, 1996; Lin, Thompson, & Kaslow,
2009; Seccombe, 2002). As a leverage function, social support provides the financial
resources, access to information, and influence that may improve a family’s economic
status. As a coping function, social support provides the financial assistance, information,
and emotional guidance that reduce family hardship, prevent low-income families from
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experiencing further decline, and buffer the common stressors experienced by families
(Lin, et al., 2009).
A unique type of community social support that has been mentioned as a
culturally distinctive aspect of African American family life is that of kinship support
(Taylor, 2010; Taylor, et al., 1993; Taylor, Seaton, & Dominguez, 2008). Kinship
support, a phenomena often tied to African culture, includes the provision of vital
financial, practical, and emotional support from individuals beyond the immediate family
(Taylor, et al., 2008). Kinship support has been found to foster family resilience by
improving the mental and physical well-being of low-income mothers (Taylor, 2010;
Taylor, et al., 2008).
Among a diversity of impoverished families, social support at the community
level has also been linked to increased family cohesion (Jackson, Brooks-Gunn, Huang,
& Glassman, 2000; Polkki, Ervast, & Huupponen, 2004), increased family financial
resources (Brown & Riley, 2005; Radey, 2008; Staggs, Long, Mason, Krishnan, & Riger,
2007), and enhanced family communication (Lin, et al., 2009; Taylor, et al., 2008). In
addition to benefits that the family as a whole receives, community social support has
also been found to be associated with the following individual factors: educational
attainment (Simmons, Braun, Wright, & Miller, 2007), individual spirituality (Caldwell,
Greene, & Billingsley, 1992), lowered risk for substance abuse (Brown & Riley, 2005),
physical and mental health (Almeida, Subramanian, Kawachi, & Molnar, 2011; Black &
Ford-Gilboe, 2004; Walsh, 2003), and optimism to increase socio-economic standing
(Orthner, et al., 2004; Taylor, et al., 2008).
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Issues have emerged, however, in attempting to clarify the differences between
resilient processes of the community itself (VanBreda, 2001). Social support is an
example of this overlapping and difficult to differentiate issue akin to many of the
resilience constructs. The challenge in positioning social support uniquely in one
ecological level is directly related to the diverse conceptualizations of social support. One
of the first definitions of social support was put forward by Sidney Cobb (1976). He
viewed social support at the individual level and defined it as information exchanged at
the interpersonal level, which provides emotional, esteem, and network support. Differing
perspectives about social support’s ecological positioning have also been noted among
the team of researchers led by Hamilton McCubbin (McCubbin, Thompson, &
McCubbin, 1996; Orthner, 1996; Patterson, 2002a). These differences, however, were
primarily based upon the sources of social support, rather than differences in regards to
the actual definition. Orthner’s (1996) unique conceptualization of social support was
derived from examining processes and protective factors among families living in
poverty. He focused on the social support exchanged between family members, defining
social support at the family level. In Patterson’s (2002) study, however, she emphasized
the need for further examination of the interactive processes that occur among individual,
family, and community-level contexts, and provided an example of social support as
being a product of community engagement and interactions.

Community Involvement
The social support received from communities is often related to a family’s
involvement with their community (Bowen, Martin, Mancini, & Nelson, 2001; Bryan,
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2005). A family’s sense of community and perceptions about their community are
directly related to the capacity for government and community organizations to provide
opportunities for volunteerism, social integration, and interaction within communities
(Voydanoff, 2005). Bowen and his colleagues (2000) described this phenomena as
community capacity, a tool that can be utilized to empower disadvantaged families as
they exhibit a) a sense of shared responsibility for the wellbeing of the community and its
members, and b) a collective competence in not only taking advantage of the
opportunities to address community needs, but confronting the situations and conditions
that threaten the well-being of community members.
When opportunities for community involvement are not provided, not only does
family conflict increase, but work life is impacted as well (Voydanoff, 2005). The more a
family is engaged and socially integrated within their community through fostering
shared responsibility, the more they will feel empowered and collectively competent to
improve community life (Bowen, et al., 2001; Mancini, Martin, & Bowen, 2003;
Voydanoff, 2005). Through social engagement, leadership skills are developed and
resources are both shared and created (Chaskin, Brown, Venkatesh, & Vidal, 2001). In
addressing the impact of race, class, and gender on resilience, Blankenship (1998) noted
that the ability for a community to thrive and not succumb to the pressures of community
demands stems from that particular community’s access to power, resources, and
influential structures. Community involvement supports the development of financial
resources, as well a family’s ability to adapt in changing times (Bowen, et al., 2000;
Bowen, et al., 2001). Community engagement has also been shown to improve overall
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physical and mental health while reducing risk for substance abuse (Bowen, et al., 2000)
and support educational achievement (Bryan, 2005).

Organizational Religiosity
Faith-based organizations have been known to provide opportunities for
community involvement and sense of belonging. Until the end of the 19th century, faithbased congregations and the organizations they birthed were practically the only
providers of human services in the nation (Cnaan, Wineburg, & Boddie, 1999; Garland,
1992; Salamon & Teitelbaum, 1984; Wineburg, 2001). Often without formal and
legislatively-tied funding streams, grassroots organizations have effectively mobilized
communities and provided direct services to families in need, cultural and educational
activities, urban development, community outreach, international humanitarian efforts,
and civic advocacy (Ammerman, 2001). Faith-based organizations continue to serve as
vital community resource, particularly for low-income African American and Latino
families (Joshi, Hardy, & Hawkins, 2009), however, national research studies over the
past five years have noted a decline in religious participation among impoverished
families as compared to other SES groups, although personal devotionalism, adherence to
religious doctrines, and religious beliefs remain higher than other groups (McCloud,
2007; Nelson, 2009; Schawdel, 2008; Sullivan, 2006). The reasons for this decline in
religious participation have not been examined in the literature thus far.
In a comprehensive review of literature examining the role of religiosity in the
lives of impoverished families, Joshi, Hardy, and Hawkins (2009) emphasized the
difference between the concepts of religion, religious denomination, and spirituality.
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Religion was distinguished even further as having individual, family, and community
pathways. Organizational or community religiosity was defined as participation or
engagement in religious organizations, inclusive of church attendance and participation in
church activities, such as bible study or youth activities (Joshi, et al., 2009). Although
most of the current research examining organizational religiosity has largely focused on
the general population and not low-income families specifically, a few studies have
observed the role that organizational religiosity has in buffering the negative
consequences of living in poverty (Ball, Armistead, & Austin, 2003; Joshi, et al., 2009;
Lillard & Price, 2007; Pedersen, et al., 2005). At the individual level, organizational
religiosity has been found to positively impact individual self-esteem (Ball, et al., 2003;
Bradley, Schwartz, & Kaslow, 2005), educational attainment (Gardner, 2004; Hodge,
2007; Pedersen, et al., 2005), and overall physical health (Gore, Krupski, Kwan, Fink, &
Litwin, 2005; Koenig, 2008; van Olphen, et al., 2003). Among low-income families,
involvement in religious organizations has also been found to increase mental health and
lower risks for substance abuse (Lillard & Price, 2007; Pedersen, et al., 2005). Much less
is known in regards to organizational religiosity and its impact on family-level resilience
(Joshi, et al., 2009). A few studies, however, examining low-income African American
families noted a relationship between harmonious family relationships and church
attendance (Brody & Flor, 1998), as well as an increase in fathers’ involvement in family
rituals, such as having dinner with a child, and participation in church activities (Wilcox,
2001).
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Quality of Environment
In addition to the connections that families make within their local churches and
communities, the quality of neighborhoods and residential environments are also
considered a type of social capital that greatly impacts individual and family resilience
outcomes (Elo, et al., 2009; Ungar, 2011). Particularly in the examination of health and
well-being in the U.S., there has been a resurgence in the examination of residential
context (Ainsworth, 2002; Elo, et al., 2009; Oberwittler, 2007; Tellez, Woosung, Burt, &
Ismail, 2006). Although findings from these studies suggest families from varying
backgrounds utilize different standards to assess the qualities of their communities
(Parkes, Kearns, & Atkinson, 2002; Quillian & Pager, 2001; Sampson & Raudenbush,
2004), objective indices of social and physical disorder, as well as community rates of
crime, have been found to significantly predict individual perceptions of safety and crime
(Quillian & Pager, 2001; Sampson & Raudenbush, 2004).
There are large gaps in the literature, however, in the examination of residential
context and its relationship to resilience. A few studies have linked perceptions of
neighborhood safety and conditions, as well as actual objective indices of rates of crime,
unemployment, and poverty within communities, to a few determinants of individual
resilience (Ainsworth, 2002; Cantwell & Jenkins, 1998; Coulton, Korbin, & Su, 1996;
Oberwittler, 2007; Papero, 2005). In a study examining women living in public housing,
researchers discovered that perceptions of neighborhood safety greatly impacted the
women’s self-esteem, sense of internal locus of control, and mental health (Rollins, Saris,
& Johnston-Robledo, 2001). Other studies have described various neighborhood
characteristics and conditions and their significant impact on adult health and mortality
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(Ross & Mirowsky, 2008), health behaviors (Shenassa, Allison, & Ezeamama, 2006), and
educational attainment (Ainsworth, 2002).

Community Resources
The exploration of the neighborhood characteristics and conditions also entails the
consideration of the availability of resources within particular communities (Papero,
2005; Tellez, et al., 2006; Ungar, 2011). According to Ungar (2011), a community’s
ability to develop and sustain meaningful resources is far more predictive of individual
success than the efforts and attributes of a strong and resilient person. He emphasized the
intricate link between community resilience and the opportunity structures available for
families to access educational, healthcare, housing, and employment services (Ungar,
2011). Lack of community resources is particularly crucial to the social development of
low-income communities. In addressing the issues of isolation among low-income
communities, Walsh (1998) argued that the cause of social isolation is related to the
paucity of community resources, and not the increasing privatization of families.
The availability of community resources within the larger exosystem, such as
schools, churches, healthcare and social service agencies, and childcare facilities,
provides a diversity of means by which individual and family resilience may be fostered.
Individual self-esteem, optimism, spirituality, internal locus of control, education
(Mandleco, 2000), and physical health (Tellez, et al., 2006) are all strengthened by the
presence of meaningful community resources. Most of the literature examining
community resources and family resilience, focus on the positive impact they have on
family financial stability, such as employment and economic security, as well as access to
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health, education, employment, and government resources (Hyjer Dyk, 2004; Mistry,
Vandewater, Huston, & McLoyd, 2002; Orthner, et al., 2004), and family cohesion
(Aronowitz & Morrison-Beedy, 2004; Burchinal, Pesiner-Feinberg, Bryant, & Clifford,
2000; Papero, 2005). The major challenge in describing the direct effects of community
resources on family and individual resilience factors has been the lack of teasing out
meditational effects of family-related factors, such as family social support, and family
resources, to name just a few (Tellez, et al., 2006).

Collective Ethnic Identity
In spite of the many barriers and challenges faced at the community level,
resilient families also benefit from a greater sense of connection beyond their immediate
social networks and environments. Broadening the community view to the larger
exosystem, a strong sense of collective ethnic and cultural identity has been found to be
important in shaping individual and family resilience outcomes. For both African
American and Hispanic women, challenges associated with overt exposure to racism and
the pressures of acculturation often exacerbate risks associated with mental illness and
substance abuse (Corcoran, et al., 2004; Siefert, et al., 2000; Stansfeld, et al., 1998). A
strong sense of cultural and ethnic pride, affirmation, and belonging to a larger ethnic
group, provide a type of support unique from that of immediate social networks, and have
been shown to be related to individual self-esteem, internal locus of control, and
optimism (Phinney, 1992; Robinson, 2007; Ungar, 2010). The sense of being connected
to larger and even global community that a shared cultural identity provides for
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impoverished ethnic minorities, has also been shown to have a positive impact on family
coping and adaptability (Cheah & Chirkov, 2008).
It is difficult to ascertain from the literature, however, whether or not a strong
sense of collective cultural identity is considered to simply be another type of social
support and whether or not it is ecologically-defined at the individual, family, or
community level. Ungar (2008, 2011), however, identified this experience at the larger,
exosystemic community level, positing ethnic culture as a larger, social ecological
construct that individuals and families interact with. Ungar (2007) challenged family
professionals to consider prosocial interventions that consider the adaptation of one’s
social ecology and promote cultural sensitivity, i.e. a change in school or work
environment, rather than simply interventions targeted at individual outcomes, i.e. selfesteem classes or anger management.
With all that we know about the factors that promote community resilience, most
of the literature has generally focused on community factors that promote resilience at the
individual level among general populations, paying little attention to low-income
families, as well as community resilience’s influence upon family resilience factors
(Benzies & Mychasiuk, 2009; Betancourt, 2010; Bhana & Bachoo, 2011; Elo, et al.,
2009; Oberwittler, 2007; Smokowski, et al., 2004). Aligned with the basic tenets of most
collectivist cultures, the shift in focus towards community resilience as an influential
factor has helped move traditional resilience theories away from viewing resilience as
simply an intrinsic, nativist characteristic of the individual.
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Family Resilience
At the family level, resilience is defined as the families ability to successfully
cope, thrive, and remain connected while facing adversity (Black & Lobo, 2008, p. 33).
Contrary to traditional views of family-level resilience, this phenomena is more than
simply the sum of resilient characteristics of individuals, and is considered to be unique
to the family unit as a whole, possessing qualities and characteristics unlike that of
individual members (McCubbin, et al., 1998; Patterson, 2002a; Walsh, 1996, 2003).
Family-level meanings are distinct from individual-level meanings of resilience as they
are collectively constructed perceptions and valuations that develop through shared time,
space, interactions, and life experiences and conversations about these experiences
(Patterson, 2002a, p. 355). This view of resilience is contrary to the individual lens of
resilience, as Walsh (1996) directly challenged the individualistic focus of resilience
research: “Resilience is commonly thought of as inborn, as if resilient persons grew
themselves up: either they had the ‘right stuff’ all along- a biological hardiness- or they
acquired it by their own initiative and good fortune” (p. 262). Rather family resilience
views individual resilience as emerging from family resilience and the unique family
processes and collectively shared beliefs that are not identifiable at the individual level
(McCubbin & McCubbin, 1988; Walsh, 1998).
In family literature, family resilience and its influence on individual resilience
have received the most attention (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011;
Black & Lobo, 2008; Walsh, 2003). Until the emergence of community resilience
research, the family was long considered the most influential system in shaping
individual well-being and resilience (Simon, et al., 2005; Walsh, 2003; Werner, 1993 ).
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What then are the family characteristics that provide a foundation for the development
and sustainment of individual resilience? Given the diversity of today’s families and
unique crises experienced, family resilience researchers have sought to clarify this
question among varying contexts (Bhana & Bachoo, 2011; Cohen, et al., 2011; Connolly,
2006; McCubbin, et al., 1998). For ethnic minority, impoverished families, certain
characteristics and processes have been found to work synergistically and
interchangeably in responding successfully to adversity (Bhana & Bachoo, 2011;
McCubbin, et al., 1998; Seccombe, 2002).

Access to Formal Social Service Systems
The availability of community resources at the community level only describes
one aspect of the challenge in connecting families with services, as even when
community resources are present, the processes by which families are able to access these
services poses a different challenge for some families (Hyjer Dyk, 2004; Orthner, et al.,
2004; Ungar, 2010). Over the past decade, there has been an intensified political interest
in eliminating racial, ethnic, and socioeconomic disparities and increasing access to and
coordination of formal social service systems for underserved families (Agency for
Healthcare Research and Quality, 2010; CDC, 2011). Among this political and scholarly
discourse, underserved families have generally been described as either: 1) families who
have been identified as having a disproportionate need for health or social services and
not receiving any type of service, or 2) families with a disproportionate need who are
receiving services but the services are lacking in quality and/or empirical support for that
particular population, i.e. an inner city Hispanic family enrolled in a parenting education
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that has only been proven successful with middle-class White families (Agency for
Healthcare Research and Quality, 2010; CDC, 2011; Hyjer Dyk, 2004; Orthner, et al.,
2004; Snell-Johns, Mendez, & Smith, 2004). Most often when addressing the challenges
associated with ethnic minority, impoverished families’ inability to capitalize on the
benefits associated with education, healthcare, employment training services, and even
government supports, such as Medicaid or TANF, the focus turns to how the facilitation
of access to these services may be improved (Benzies & Mychasiuk, 2009; Bhana &
Bachoo, 2011; Snell-Johns, et al., 2004; Ungar, 2011). The question of whether or not
interventions focused on addressing barriers to access, such as transportation, child-care,
low-cost mental health services, etc. increase access to health and social services remains
to be unanswered in family literature (Snell-Johns, et al., 2004).
What has been examined, however, is the impact a family’s access to health and
social services has on individual and family resilience. For impoverished families, access
to health care through the utilization of Medicaid, Medicare, and other government
benefits, serves as a large financial resource, which decreases overall family stress and
increases economic security (Hyjer Dyk, 2004; Orthner, et al., 2004). Particularly, if a
family has a member who struggles with mental illness, quality mental health care
options provide protection for impoverished families and strengthen family resiliency
(Corcoran, et al., 2004; Siefert, et al., 2000; Simon, et al., 2005). Access to education and
job training programs has also shown to be an important factor in educational
achievement, mental and physical health, as well as employment stability, for individuals
living in impoverished communities (Bennet, Elliott, & Peters, 2005; Lloyd & Rosman,
2005; Zhang, et al., 2011). Seccombe (2002) and Ungar (2011) challenge the
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development of interventions, however, which focus solely on families’ responsibilities
in accessing services, and emphasize the need for effective social policies that create
environments that are matched to the needs of underserved families. Unlike that of
France, which has sustained a healthcare system which provides healthcare for all
families regardless of their socioeconomic status, according to Seccombe (2002) “the
U.S. has wallowed in a laissez-fair approach in which families are largely left to fend for
themselves” (p. 389).

Family Structure
Another family characteristic that has been found to influence resilience is family
structure. Aspects of family structure, inclusive of the family’s composition, membership,
and individual organization and patterning of relationships, ("Family structure," n.d., p.
1) has provided family scholars with a means by which family stability patterns are
observed (Brown, 2006b; Fields & Smith, 1998; Fomby & Cherlin, 2007). Although not
mutually exclusive in their meaning, the relationship between family structure and family
stability is clear, as family transitions have shown to undermine both parent and child
well-being (Brown, 2006b). A diversity of family structures have emerged over the years,
however, challenging demographists and family researchers to consider alternative family
structures outside of the typical family ideology that are beneficial to both parents and
children and also provide stability (Cherlin, 2010).
Family resilience research has identified certain family structures that are
considered more stable than others, and have a greater influence, both negative and
positive, on individual well-being (Brown, 2006b; Fomby & Cherlin, 2007). In a
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longitudinal study examining cumulative risks among inner city, ethnic minority families,
Smokowski, Mann, Reynolds, and Fraser (2004) found that families with four or more
children in the home experienced more financial strain and increased levels of stress than
did smaller families. Children from the smaller families examined were also more likely
to complete high school (Smokowski, et al., 2004). Among each of the families
examined, families in which a child lived with a single parent or a non-married family
member did not have the protective advantages against financial strain and lowered
mental health as did other dual-parent families (Wu & MacNeill, 2002). In homes where
there are dual-earners and two parents present, the risks for lowered mental health are
decreased, and individual spirituality also appears to be fostered at greater levels
(American Academy of Pediatrics, 2003; Jackson, et al., 2000). Another interesting factor
of family structure that plays a role in fostering family resilience is related to the age of
parents. Mothers over the age of 30 appear to have more financial resources, support
from partners, and stable relationships than younger mothers (Benzies, et al., 2006).
Impoverished families with alternative family structures, however, are not without
their unique type of support networks, and the definition of family often takes on a
different meaning, particularly for ethnic minority families. In the lives of low-income,
single mothers, fictive kinship families consisting of friends, neighbors, and community
members prove to serve the same purpose and have the same value, meaning, and
influence in their lives as those with a common genetic heritage (Taylor, 2010; Taylor, et
al., 1993). Fictive kinships provide a means by which the financial resources and social
connections generally provided a second parent within the home are compensated for by
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the presence and support of extended family, friends, and community networks (Taylor,
et al., 1993).

Family Cohesion and Adaptability
With any family, regardless of the type of family structure, when transitions occur
the family’s capacity to sustain cohesion and successfully adapt is put to the test. As a
type of chronic crisis, poverty presents a unique challenge to the capacity of families to
adapt successfully and remain connected when additional stressors occur (Orthner, et al.,
2004). Finding a balance between change and stability while remaining connected is not
an easy task to facilitate successfully, even for families with more financial resources
(McCubbin & McCubbin, 1988). Cohesiveness and adaptability are central family
processes, however, in developing and sustaining family resilience when exposed to
significant adversities (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Walsh,
2003).
For many years, family scientists were concerned with extreme levels of
cohesiveness, focused on the negative individual outcomes associated with families who
were completely disengaged and those who were totally enmeshed (Olson, 2000). As
family science has progressed, researchers, like that of Patterson (2002b) have challenged
the dichotomous view and emphasized a culturally and contextually-determined
perspective of family cohesion defined by the families themselves. For Patterson (2002b)
successful adaptation and coping can occur at the extreme ends of enmeshment and
disengagement if they are the family’s shared and agreed upon functioning processes.
Impoverished families who are able to develop or renew their sense of cohesiveness
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during times of increased adversity experience better educational outcomes, and function
better even when a family member suffers from a mental illness such as depression
(Crosnoe, et al., 2002; Orthner, et al., 2004; Place, Reynolds, Cousins, & O'Neill, 2002).
Among the many examined family protective factors, family cohesion has been found to
be the most significant for families with a parent struggling with depression (Place, et al.,
2002).
Resilient families also demonstrate the ability to adapt to change. Whether the
change results from external stressors, transitional points in the family lifecycle, or from
extraordinary challenges, such as an adolescent being diagnosed with mental illness,
resilient families are characterized by positively adapting to challenges while maintain
their families’ sense of identity (Patterson, 2002b, p. 241). Among impoverished families,
achieving a balance between change and prior stability supports psychological wellbeing, and serves as a buffer against financial stressors (Black & Lobo, 2008).

Family Social Support
The connections within families lay the foundation for social support processes to
occur when adversities strike. Unique from the type of social support provided by the
larger community, families are uniquely positioned to provide the following types of
social support for individual members: a) information acquisition and sharing with regard
to society and the world, b) counsel and leadership derived from family members’
feedback, c) foundation for belief systems and values, d) counsel and intervention during
times of conflict e) support for the meeting of basic needs, f) refuge from the world’s
challenges and source of comfort, g) a reference point by which life decisions are made,
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h) collective validation and identification, and i) a contributor to emotional development
(McCubbin & McCubbin, 1992, p. 161). These aspects of social support provided by the
family create a safe environment in which individuals living in poverty are able to thrive
in spite of adversity, maintain a sense of optimism, achieve educational goals, and sustain
mental health (Aronowitz & Morrison-Beedy, 2004; McCreary & Dancy, 2004; Orthner,
et al., 2004; Wooley & Grogan-Kaylor, 2006).
The definition of “family”, however, particularly among low-income and ethnic
minority families, may extend beyond the typical parent-child dyads often described in
the literature, to include grandparents, siblings, aunts, uncles, and even friends who take
on the role of provider and caregiver and are defined by individuals as “family”
(Seccombe, 2002). Distinguishing family social support from community support has the
potential to create ambiguity for family researchers. It is an important distinction to be
made, however, particularly in the development of family interventions and social
policies, as families may differ in the types of social support that benefit them.

Financial Resources
As mentioned before, social support may serve as a buffer against financial stress
(McCreary & Dancy, 2004; McLoyd, 1990; Orthner, et al., 2004; Taylor, et al., 2008).
For low-income families the ability to obtain and sustain stable employment, child-care
assistance, and adequate financial resources increase overall psychological well-being
and decrease risk for substance abuse, particularly among ethnic minority women (Coyle,
et al., 2009; Hall, et al., 1985; Lloyd & Rosman, 2005). For family’s already challenged
by lack of economic resources, the sudden onset of a serious or chronic illness for a
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family member or loss of a job has the potential to devastate a family and drain a family’s
financial resources completely (Dyk, 2004). Churches, nonprofit organizations, and
healthcare organizations often play a major role in connecting low-income, single
mothers with the information and social networks needed to access financial resources for
the family, such as childcare, employment, public housing, food stamps, and even
government financial assistance, such as Temporary Assistance for Needy Families
(TANF) (Ammerman, 2001; Bhana & Bachoo, 2011; George, 1993; Jenson & Fraser,
2011; Kaseman & Austin, 2005; Landau, 2010). Larger families, particularly benefit
from the resources provided by kinship families and social networks, as larger families
with more children living at home, experience higher levels of stress and lower levels of
educational attainment (Smokowski, et al., 2004). Through these interactional and
dependent processes occurring at community, family, and individual levels, family
resilience is strengthened.

Family Spirituality and Religiosity
Even with financial struggles, impoverished families also develop and sustain
resilience through shared spirituality and faith (Bhana & Bachoo, 2011; Greeff &
Loubser, 2008; Vandsburger, et al., 2008). It has often been said that, “the family that
prays together stays together.” This old adage, often spoken among members of religious
communities, is actually supported throughout family resilience research. McCubbin and
McCubbin (1992) described the resilient family as having a type of collective religious
core and commitment to spirituality. Among African American and Hispanic families
particularly, concepts of family spirituality and religiosity have more recently emerged in
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family literature, drawing attention to the shared religious beliefs and practices that are
viewed as necessary for optimistic living (Ball, et al., 2003; Rew, Wong, & Sternglanz,
2004). Shared spiritual beliefs and religious practices within families, even amidst
disengagement from aspects of organizational religiosity (Joshi, et al., 2009), provide
families with a sense of purpose that serves as the basis for persevering in good and bad
times (Trivette, Dunst, Deal, Hamer, & Propst, 1990, p. 19) For impoverished families,
the benefits of a shared sense of spirituality and religiosity within the family are related to
positive health behaviors, increased self esteem, and educational attainment (Ball, et al.,
2003; Overstreet & Braun, 1999; Rew, et al., 2004).

Family Adversity Narrative
A family’s shared committed faith and spirituality also serve as a type of
framework for how life events are collectively understood. Families implicitly create
shared meanings about their perception of the world, family identity, and adversity
(Patterson, 2002b). Stressors are therefore unique to each family and subjectively defined
by a family’s expectations and perceived capabilities (Patterson, 2002b; Walsh, 2003).
During times of crises or change, how a family normalizes and contextualizes distress, as
well as reframes the event as manageable, understandable, and purposeful supports a
family’s capacity for resilience (Walsh, 2003). When insurmountable challenges arise
resilient families find a way to approach adversity as a shared experience and a relational
view of strength is held in direct contrast to the prevalent American ideology which lauds
the resilient and successful individual (Walsh, 2003, p. 6). These shared meaning-making
experiences decrease shame and blame, and provide members of the family with
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increased self-esteem, internal locus of control, and a sense of hope and optimism.
Grounded by perhaps a spiritual sense of purpose, a family’s adversity narrative has been
found to also predict individual educational attainment and spirituality (Amatea, SmitAdcock, & Villares, 2006; Carson, Chowdhury, Perry, & Pati, 1999).

Collaborative Communication
Much of what is shared in families, as they relate to adversity narratives and
capacities for adaptation and flexibility, is a product of efficacious communication
processes that occur within families (Patterson, 2002b). Patterson (2002) describes two
types of communication that occur within families: 1) affective, the means by which love
and support are expressed between members of the family, and 2) instrumental, the ways
by which rules, decisions, and roles are carried out and assigned. Over time, both verbal
and nonverbal communication, consisting of idiosyncratic behaviors, words, phrases, and
gestures, may either support or inhibit family resilience and the ability to accomplish
essential family functions (Patterson, 2002b).
Walsh (1998) identified three aspects of communication that foster family
resilience and promote trust: 1) collaborative problem-solving, 2) clarity, and 3) open
emotional expression. Orthner and colleagues (2004) discovered that within low-income
families, collaborative communication skills are often lacking, difficulties in talking
about problems are present, and the tendency is often to avoid talking about problems
altogether. In an experimental study examining 275 low-income parents, who were either
married, cohabiting, or living separately and experiencing relational distress, Cowan and
colleagues (2007) found that intervention programs focused on collaborative
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communication and problem-solving greatly increased fathers’ involvement and the
quality of relationships between mothers and fathers. Among low-income families,
collaborative communication also positively impacts individual educational achievement,
increased self-esteem and overall mental health (Conger & Conger, 2002; Stanlely,
Markman, & Whitton, 2002).

Celebrations and Rituals
As families grow and develop, an aspect of family life that is communicated down
through generations are the rituals, celebrations, and events that families often identify
themselves with (Walsh, 2003, 2007). Through the routine practice of family celebrations
and rituals, families develop and maintain a sense of closeness and belonging, as well as
family-of-origin values across generations (Fiese, et al., 2002). An important purpose that
family celebrations and rituals serve is to provide an opportunity for the older generations
to remain involved in family life and younger generations to become more competent and
actively involved (Fiese, et al., 2002). This cross-generational process, often with middle
generations serving as the facilitators and organizers, helps to sustain a family’s sense of
social support (Fiese, et al., 2002; Walsh, 1998).
Embedded in both ecological and cultural contexts, the symbolic nature of family
celebrations and rituals provide individuals with a strong sense of identity, self-esteem,
and life satisfaction (Black & Lobo, 2008; Fiese, et al., 2002). Often in times of crises,
the value of family routines, celebrations, and rituals that provided the family comfort in
years past are overlooked and subsequently dismissed (Walsh, 1998). It is important to
note, however, especially for family counselors and educators, when families experience
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challenges, such as the challenges associated with raising young children, single
parenting, and poverty, if families are able to continue to value and practice meaningful
celebrations and rituals, the individual risks of lowered mental and physical health are
minimized (Fiese, et al., 2002).

Individual Resilience
Although family resilience is promoted as an ecologically-based framework that
emphasizes the family as the unit of interest, many of the factors that have been examined
in family resilience literature, particularly with regard to behavioral health outcomes, are
individual biological and personality characteristics (Benzies & Mychasiuk, 2009; Bhana
& Bachoo, 2011; Johnson, et al., 1998; Riley, et al., 2008) This may be due in part to
both the challenge of moving from an individualistic view of resilience to a systemic and
relational one (VanBreda, 2001), as well as the prevalent assumption found among
family resilience research that posits the strengths of individuals as providing the
foundation for supportive and resilient families (Benzies & Mychasiuk, 2009; National
Scientific Council, 2007). For example, Benzies and Mychasiuk (2009, p. 105) describe
families as “comprised of individuals who interact across levels in a socio-ecological
system”, a conceptualization that is in direct contrast to the perspective of the family as a
distinctive unit of interest that is more than the sum of individuals (McCubbin, et al.,
1980a; Patterson, 2002b; Walsh, 1996).
Nevertheless, determinants of individual resilience are often conceptualized as the
personality traits, coping mechanisms, and strengths that provide the individual with the
capacity to rebound and recover successfully from hardship (Walsh, 1996, p. 1). George
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Vaillant (1993) picturesquely defined individual resilience as the “self-righting
tendencies” of the person… “both the capacity to be bent without breaking and the
capacity, once bent, to spring back” (p. 248). Adrian DuPlessis VanBreda (2001)
summed up the essence of individual resilience research with the following simple,
universal question: Given that many individuals endure hardship, and often even the
same type of hardship, how is it that some emerge strengthened and resilient and others
do not? While responses to VanBreda’s (2001) question have varied among family
scientists, commonalities have also emerged in family literature that describe the means
by which low-income individuals are resilient despite great adversity.

Internal Locus of Control
An aspect of individual resilience that has received great attention throughout the
history of resilience research is locus of control (Benzies & Mychasiuk, 2009; Bhana &
Bachoo, 2011; Dugan & Coles, 1989; Kagan, 1984; Rutter, 1985). Locus of control refers
to an individual’s internal or external perception of where the responsibilities for life
situations and events reside (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011).
Hanna Levenson (1973) describes three types of loci of control within two dimensions of
orientations: 1) internal, and 2) external, inclusive of powerful others and chance.
Individuals that possess a strong internal locus of control believe that their own actions
determine their destiny, and they are empowered to create and change situations,
inclusive of crises in which successful adaptation is necessary (Juby & Rycraft, 2004).
Individuals that possess a more external-oriented perception or external locus of control
tend to believe that life events are unordered and are based primarily upon chance, luck,
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or fate, and/or that life events are controlled by powerful people or the society at large
(Bhana & Bachoo, 2011; Levenson, 1973). Based upon these conceptualizations, it
appears that the more likely one is to possess an internal locus of control, the more likely
one is to demonstrate positive and resilient outcomes (Bhana & Bachoo, 2011).
Despite previous studies that have described low-income individuals as mostly
possessing an external locus of control that is related to lower levels of achievement and
education (Lachman & Weaver, 1998; Valentine, Silver, & Twigg, 1999), recent studies,
however, have described many impoverished individuals as having a strong internal locus
of control that helps to moderate the negative effects of poverty and sustain resilience
(Bhana & Bachoo, 2011; Juby & Rycraft, 2004; Young, 2001). For example, among
Salvadoran refugees, Young (2001) discovered that an internal locus of control was not
only present but served as a buffer in the relationship between migration stress and
quality life and life satisfaction, improving overall mental health outcomes for the 120
individuals observed. Similar findings were also discovered among 918 impoverished
individuals residing in Mexico City (Lever, Pinol, & Uralde, 2005).
Interventions focused on developing an internal locus of control have also shown
significant results in reducing risks associated with substance abuse among low-income
ethnic minorities (Berenson & Mahbubur Rahman, 2011; Griner & Smith, 2006). An
interesting distinction, however, was made by Sparks, Peterson, and Tangenberg (2005)
between God-mediated control and external control in their study of low-income single
mothers. They found that, particularly for low-income, African American single mothers,
a sense of “personal control” was derived from their religious faith, a God-mediated type
of internal locus of control, challenging the traditional polarized perspective of external
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and internal loci of control in family resilience literature (Benzies & Mychasiuk, 2009;
Bhana & Bachoo, 2011).

Self-Esteem
Self-esteem is another characteristic of individual resilience that has been given a
lot of attention in resilience literature examining low-income families (Black & FordGilboe, 2004; Eshbaugh, 2010; Hatcher & Hall, 2009; Jackson & Scheines, 2005; Taylor,
2011). Self-esteem, defined as one’s negative or positive orientation towards the self
(Rosenberg, 1979), has been examined a great deal in family literature as a predictive
factor in the mental health of ethnic minority women (Hatcher & Hall, 2009; Jackson &
Scheines, 2005; Mann, Hosman, Schaalma, & De Vries, 2004; Taylor, 2011). Particularly
among low-income African American women, self-esteem serves not only as a buffer
between financial stress and psychological well-being, but also as an important predictor
of depressive symptoms and parental stress (Jackson & Scheines, 2005; Taylor, 2011).
African American women, however, have also been shown to possess higher levels of
self-esteem than African American men, as well as women of other ethnic groups despite
exposure to chronic stressors, racism, sexism, and elevated rates of depressive symptoms
(Hatcher & Hall, 2009).
In resilience literature, resilience-framed interventions for families often include
self-esteem skills-development components. Maurice Place and colleagues (2002)
developed ecologically-based intervention resilience “package” inclusive of self-esteem
skill development education for low-income families living with a member challenged by
mental illness. After six months of facilitation, the resilience intervention proved
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significantly impactful for both parents and children, increasing self-esteem for both
parties (Place, et al., 2002). Black and Ford-Gilboe (2004) also found it beneficial in
lowering stress among adolescent mothers to include a self-esteem skills development
education component in the promotion of health behaviors. Individual resilience,
therefore, appears to be strongly associated with self-esteem. Even among individuals
with learning disabilities, resilience can be fostered when individuals are encouraged to
believe that they can overcome adversity using their own unique skills and talents (Wong,
2003).

Optimism and Hope
The power that self-esteem has in influencing “positive thinking” is shared by the
fortitude of hope (Ciarrochi, Heaven, & Davies, 2007). The saying “as a man thinketh, so
is he” (a Biblical scriptural reference to Proverbs 23:7 (King James Version)) has been
greatly aligned with previous writers’ conceptualizations of hope that assume that how
one thinks about goal-related undertakings influences later achievement of the desired
outcomes (Beck, Weissman, Lester, & Trexler, 1974; Erickson, Post, & Paige, 1975;
Lewin, 1938; Melges & Bowlby, 1969). Walsh (2003, p. 8) metaphorically stated “hope
is to the spirit what oxygen is to the lungs: it fuels energy and efforts to rise above
adversity.” For many impoverished individuals struggling to create a better life for
themselves and their children, it is hope that allows them to envision a better future
despite present-day challenges (Walsh, 2003).
Snyder and colleagues (Snyder, et al., 1996), developers of the State Hope Scale,
describe optimism and hope as comprised of two interrelated cognitive components:
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agency, the belief in one’s capacity to introduce and continue actions, and pathways, the
belief in one’s capacity to develop means to achieve certain goals and desires. As an
enduring individual predisposition, hope lies on a continuum in which individuals
subjectively assess both their agency and pathways as they relate to desired life goals and
outcomes (Horton & Wallander, 2001). In two studies examining the role of hope as a
resilience factor for mothers of children with varying physical chronic conditions, high
levels of hope served as a significant coping strategy in protecting mothers against high
levels of anxiety and distress (Horton & Wallander, 2001; Mednick, et al., 2007). In both
studies, mothers who possessed higher levels of hope were better able to counter feelings
of helplessness, failure, and shame (Horton & Wallander, 2001; Mednick, et al., 2007).
The mothers examined in these studies, well-represent Walsh’s (2003) description for the
purpose for hope, in that it allows for the ability to see possibilities and opportunities and
rebirth dreams even when submerged beneath problems and surrounded by unfavorable
conditions.

Individual Spirituality and Religiosity
The hope that individuals create is often affirmed by their faith. For example,
faith, as defined by the Bible, is “the substance of things hoped for, the evidence of things
not seen” (Hebrews 11:1 King James Version). Differentiation between the concepts of
individual spirituality, religiosity, and organizational religiosity is often difficult to
ascertain among various family literature, due to how often the terms are interchanged
and ill-defined (Joshi, et al., 2009). Over the past decade, literature reviews and metaanalyses, however, have helped to clarify the meanings of each of these terms and
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support the development of practical applications in family interventions (Hackney &
Sanders, 2003; Harris, 2003; Joshi, et al., 2009). At the individual level, spirituality is
described as “an internal belief system having to do with a person’s relationship with an
ultimate concern, through which a person derives meaningfulness, self-enhancement,
and/or self-transcendence” (Harris, 2003, p. 10). The self-transcendence aspect of this
definition provides the foundation for Pamela Reed’s (Reed, 1986a, 1987) development
of the Spiritual Perspective Scale which has been utilized among a diversity of
populations (Humphreys, 2003; Jesse & Swanson, 2007; Jesse, Walcott‐McQuigg,
Mariella, & Swanson, 2005; Todd & Worell, 2000). As defined by Pamela Reed (1986),
spirituality can be expressed both intrapersonally and interpersonally as it provides both
the ability to be present and aware of one’s inner self, as well as connect to others, a
higher being, or a greater purpose. Individual religiosity on the other hand is defined as
“a kind of spirituality which is intrinsic and/or extrinsic and has been ritualized,
institutionalized, and/or codified” (Harris, 2003, p. 15).
Focused on the intrapersonal level, family scholars have begun to acknowledge
the importance of spirituality and individual religiosity in individual health, wellbeing,
and resilience, particularly in the lives of impoverished minority women (Braun &
Marghi, 2003; Hackney & Sanders, 2003; Humphreys, 2003; Todd & Worell, 2000).
Among low-income populations, individual spirituality and religiosity influences both
cognitive and socio-emotional capacities related to life transitions, parenting, and family
issues (Joshi, et al., 2009). In a study examining the role of individual spirituality and
religiosity among pregnant African American and Caucasian low-income women,
Elizabeth Jesse and her colleagues (2005) discovered high incidences of depression
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among all the women. The African American women, however, had higher levels of
spirituality and religiosity which appeared to buffer depressive symptoms significantly
(Jesse, et al., 2005). In an expanded study examining a larger sample of African
American, Caucasian, and Hispanic pregnant low-income women, Elizabeth Jesse and
Melvin Swanson (2007) found support for their previous findings, in that decreased
spirituality among the African American women observed was highly associated with
increased risk for depression. The relationship between substance abuse and individual
spirituality among low-income populations is more difficult to ascertain, however, due to
the lack of research on this topic specifically with this population, as well as research
findings citing both significant and non-significant associations between spirituality and
substance abuse and treatment outcomes (Joshi, et al., 2009). More recently, however,
Sanchez, De Oliverira, and Nappo (2008), found that individual religiosity and
spirituality was what primarily distinguished substance users from non-users in a sample
of low-income families, emphasizing the need to focus greater attention on the
relationships between individual spirituality and religiosity and substance use among
low-income families.

Education
Regardless of the source of income, poverty has been found to be associated with
diminished educational achievement among low-income family members (Jackson, et al.,
2000). Higher levels of education, skills, and training are included as determinants of
individual resilience among this population, however, because they have been shown to
provide individuals the flexibility and vehicles needed to successfully move through
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various challenges, as well as promote upward social and economic mobility among lowincome populations (Benzies & Mychasiuk, 2009; Dominguez & Watkins, 2003).
Although increased education is most often discussed in relation to increased income for
low-income individuals and lowered financial stress (Blundell, Dearden, Meghir, &
Sianesi, 1999; Jackson, et al., 2000), the impact of increased education is far-reaching, as
it is also associated with job quality, quality of family life, and physical and mental
health, as well as enhanced cognitive development in children (Bogart, Collins,
Ellickson, & Klein, 2007; Greeff, et al., 2006; Knight, et al., 2007; Serbin & Karp, 2004;
Zhang, et al., 2011). Aurora Jackson’s (1992, 1995) research on African American single
mothers linked the women’s mental health to their levels of educational achievement.
Education’s impact on increased income should not be minimized, however, as selfsufficiency is ultimately the Housing Authorities’ primary goal for families living in
public housing communities (HUD, 2011).

Health
Numerous earlier studies have demonstrated the pervasive race and SES
disparities in health that exist in the U.S. Based upon one’s hierarchal social class
position, race and SES have been found to be significantly related to lowered health and
earlier death (Anderson & Armstead, 1995; McDonough, Duncan, Williams, & House,
1997; Williams & Collins, 1995). In more recent years, the focus has expanded to
examining the health consequences of SES and minority status within concentrated lowincome and ethnic minority communities (Ellen, Mijanovich, & Dillman, 2001; Evans &
Kantrowitz, 2002; Ross & Mirowsky, 2008; Tellez, et al., 2006). Given the high rates of
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crime and violence that often plague low-income communities (Oberwittler, 2007;
Parkes, et al., 2002; Shenassa, et al., 2006; Snell-Johns, et al., 2004), living within these
neighborhoods has been shown to shape health-related behaviors and mental health, and
also independently effects overall mortality (Ellen, et al., 2001; Ross & Mirowsky, 2008;
Tellez, et al., 2006).
Family resilience, however, is promoted when individuals are in good health,
creating yet another conundrum for low-income families to overcome due to health
disparities and lack of quality medical resources (Benzies & Mychasiuk, 2009;
Seccombe, 2002). Particularly for low-income individuals, overall health produces the
energy and productivity needed to command higher wages and foster resiliency
processes, processes that are greatly inhibited by disease and lowered mental health
(Thomas & Frankenberg, 2002). Mandleco and Peery’s (2000) literature review
highlighted general health as an internal factor affecting individual resilience. In seeking
to clarify and organize resilience-related factors, they noted that individuals who
demonstrated factors that promoted resiliency had minimal occurrences of chronic illness
in their family histories (Mandleco, 2000).

Summary
In examining community, family, and individual level determinants of family
resilience, we can begin to see how family researchers over the past decade have begun to
challenge the traditional individualist approach to studying resilience and include the
additional ecological levels of family and community in the discourse surrounding
resilience. What is still lacking, however, are studies examining these ecological levels
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simultaneously, as well as the predictive relationships between individual, family, and
community levels of resilience. More research is needed in order to determine the impact
of community resilience on family and individual resilience, as well as family resilience
on individual resilience. Supported by the aforesaid literature review, family resilience
research thus far has solely focused on either the relationships between individual
attributes or the relationships between commonly observed family processes, such as
communication and cohesion, and individual outcomes.
In addition, there is a larger question that ought to be considered to a greater
extent in family research. That question being, “how likely is it that resilience is simply
an intrapersonal phenomena?” This question has begun to be increasingly examined over
the past decade, challenging the dominant individualistic focus of previous decades. I
extend this challenge to the historical focus on individual resilience in this study in order
to consider the larger possibility of rethinking the etiology of resilience altogether. When
looking at individual and family-levels of resilience, is it possible that what we are
actually observing are characteristics of a resilient community impacting both families
and individuals? The purpose of this literature review was to lay the groundwork for the
examination of this question by describing the relationships between behavioral health,
community, family, and individual resilience among ethnic minority and low-income
families, and in addition to that, supporting the choice variables of interest for this study.
The following chapter outlines how the study proposes to measure each construct, as well
as model the interdependent relationships between these constructs, thereby testing
whether each construct was predictive of behavioral and mental health outcomes through
their interdependent relationships.
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CHAPTER FOUR
METHODOLOGY

Methods
This study utilized a quantitative methodology to test the study hypotheses. As
mentioned previously, in addition to providing the framework for this study, the
following research questions also guided each aspect of the methodology and analyses:
a)

What are the underlying latent relationships among individual, family, and
community levels of family resilience?

b)

Does family resilience improve the behavioral health aspects of mental
and physical health and risks associated with substance abuse among
ethnic minority families living in public housing?

This chapter outlines the research design of this study, provides details regarding
the sample, as well as descriptive measures of the variables used in the subsequent
analyses presented in chapter 5.

Methodology
A survey-based, cross-sectional design was utilized for this study in order to
measure the influence of individual, family, and community-level factors of family
resilience on substance abuse and overall health. This particular method was chosen
based upon the ability to collect original data from a population too large to observe
directly (Babbie, 2010). A cross-sectional design is especially useful for its convenience,
time efficiency, and when resources are limited. Additionally, a convenience sample
technique was utilized for data collection. As described by Earl Babbie (2010),
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convenience sampling is a non-probability sampling technique in which participants are
chosen by means other than the logic of probability. Convenience sampling relies on
respondents who are available, but is also a good method to use when questioning
participants who may have sensitivities to the questions being asked (Fink, 2008). For
this study, the population of interest was low-income “heads of households” receiving
housing assistance from the Housing Authority County of San Bernardino (HACSB).
Paper surveys were the only medium of data collection used in this study. Survey
research is an approach frequently used by family and social scientists due to the
flexibility and varied data collection settings (Babbie, 2010). Surveys, inclusive of
informed consent forms, were also administered in Spanish for those participants who
were Spanish-speaking. Spanish-speaking members of the research team were present at
each community meeting and workshop in order to assist with facilitation. All residents
meeting the “head of household” criteria, regardless of gender, age, and race, were
engaged to participate in this study for the purpose of comparing groups with similar
backgrounds and ethnicities, as well as the identification of unique needs and resources
among differing populations. The Institutional Review Board (IRB) application was
submitted and approved prior to any data collection efforts (see Appendix B).
Data were collected between February 2012 and November 2012. The following
various settings and methods provided the means by which paper surveys were collected
by members of the research team: a) on-site community meetings (n=24), b) HACSB
Community Development Initiative meetings (n=500), c) on-site family life education
workshops facilitated by members of the research team (n=48), and d) mailings (n=10). A
member of the research team administered all surveys in person, except for mailed
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surveys. Estimated completion times suggested that the time needed to complete the
survey questionnaire was 30-45 minutes.

Population
The Housing Authority County of San Bernardino currently serves a total of
10,043 families and approximately 30,000 individuals across San Bernardino County
through two programs: the Public Housing Program and the Housing Choice Voucher
Program (HACSB, 2013). The Public Housing program provides 1,154 very low-income
families housing in one of six concentrated public housing communities and nine senior
communities throughout San Bernardino County (HACSB, 2013). The HACSB’s
Housing Choice Voucher program, formerly known as Section 8 Housing, provides 8,889
very low-income families with the ability to choose any housing unit in which the owner
agrees either to rent or sell under the program (HACSB, 2013). Within this program,
residents are given a housing subsidy, which is paid directly by the HACSB on behalf of
the family. Residents then are required to pay the difference between the subsidy and the
actual rent charged by the landlord (HACSB, 2012).
Participants of this study were individual “heads of households” receiving
housing assistance through one of the aforementioned HACSB housing assistance
programs. The HACSB defines “heads of households” as adults (18 years of age and
older), who are capable of self-sufficient living or are legally emancipated minors
(HACSB, 2012). Therefore, non-emancipated residents (under the age of 18), or adults
with known cognitive, emotional or behavioral difficulties were not engaged to
participate for the purposes of this study. Additionally, the HACSB defines “heads of
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households” as generally being legal U.S citizens, without a current felony record, and
having a high school degree (or equivalent General Education Development (GED)
diploma) or currently acquiring this degree (or GED diploma) (HACSB, 2012). Two
previous community assessments in San Bernardino, California, however, found
exceptions to both the felony and the education requirements noted in the definition,
particularly if there were small children in the home (Distelberg & Taylor, 2010, 2011).
In order to receive housing assistance, a household’s combined gross yearly income may
not exceed the federal income limits listed in Table 2 below.

Table 2
2012 Housing Authority of the County of San Bernardino income limit table (HACSB,
2012).
Family
Size

1

2

3

4

5

6

7

8

$37,550

$42,900

$48,250

$53,600

$57,900

$62,200

$66,500

$70,800

Income
Limits
2012

Sample Population Descriptives
A total of 582 HACSB residents completed surveys in this study. Eighty-two
residents who completed surveys for this study were enrolled in the Public Housing
program. Five hundred residents who completed surveys for this study were enrolled in
the Housing Choice Voucher program. Four participants were excluded for not meeting
the HACSB low-income criteria (having an income higher than the income criteria set by
the HACSB). One hundred and twenty-five participants were excluded due to having
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extensive missing data or incorrect information (i.e., incorrect ID numbers to track
community information, or entire scales and subscales were omitted).
After screening and the initial cleaning of data for inclusion criteria, a total of 380
participants were retained for analysis, and demographics, characteristics, and response
patterns were examined. According to Raykov and Marcoulides (2006), a sample size of
at least 300 for a Structural Equation Modeling (SEM) analysis is argued to generate an
acceptable level of power for analyses. The sample consisted of 341 females (91.2%) and
33 males (8.8%) with six participants not reporting their gender. With regard to
enrollment in the HACSB’s housing programs, 303 were enrolled in the Housing Choice
Voucher program (79.7%) and 77 in the Public Housing program (20.3%). The residents
ranged in age from 21 to 79, with a mean age of 35 (95% CI= 34.14, 36.24) and a median
age of 32. Among those residents who participated in the study, 8 individuals were
seniors aged 62 and over (2.2%). More disabled individuals participated in this study than
seniors, as 33 individuals (8.7%) reported the receipt of one or more government
disability benefits defined as federal social security disability insurance and state
disability insurance. With regard to race and ethnicity, 50.9% (n=190) of participants
identified themselves as “Black or African American,” 23.1% (n=86) as “Hispanic or
Latino,” 13.7% (n=51) as “Mixed”, parents being from two different ethnic groups, 8%
(n=30) as “White or Caucasian; not Hispanic,” 1.9% (n=7) as “Asian or Asian
American,” 1.9% (n=7) as “Other” defined by participants as Arabian, Black/Central
American, Creole, Samoan, and Pacific Islander, and .5% (n=2) as “American Indian or
Native American.” Seven individuals failed to report their ethnicity.
With regard to family structure, more than half of the participants were single
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(67.2%, n=254), while 13.2% (n=50) were married, 7.4% (n=28) divorced, 7.4% (n=28)
separated, 1.9% (n=7) widowed, and 2.9% (n=11) living with a partner. Residents
reported having between 1 and 10 individuals living in their households at the time of
survey completion, with a mean of 3.78 individuals living in the home (95% CI= 3.60,
3.96) and a median of 4 individuals residing in the home. Two hundred and fifty-two,
approximately 66.3% of the participants, reported having at least one young child
between the ages of 0 to 12 residing in the home, with a mean of 2.15 young children
residing in the home (95% CI= 2, 2.31) and a median of 2 young children. One hundred
and sixty-six residents reported having 2 or more young children residing in the home
(66.9%). Among the parents with young children, the majority were single mothers
(n=171, 68% of parents with young children). Single mothers reported having between 1
and 7 young children residing in the home, with a mean of 2.05 (95% CI= 1.88, 2.22)
young children and median of 2 young children. Residents also reported living in their
current communities between 10 months and 48 years, the mean length of residence
being 6.24 years (95% CI= 5.26, 7.22) and a median of 3 years.
San Bernardino County is characterized by extreme poverty (U.S. Census Bureau,
2010b). Supporting the research examining the associations between lower levels of
education, unemployment, and poverty (Blundell, et al., 1999; Jackson, 1992; Jackson, et
al., 2000), the majority (77.1%, n=290) of participants surveyed had completed up to a
high school level of education with 1.9% (n=7) having completed elementary school,
8.2% (n=31) middle school, 9.6% (n=36) GED diploma, 57.4% (n=216) high school,
13.8% (n=52) vocational education beyond high school, 7.2% (n=27) an Associate’s
degree, 1.3% (n=5) a Bachelor’s degree, and .5% (n=2) postgraduate studies. At the time
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of survey completion, just under half (49.7%, n=181) of the residents reported being
unemployed, 17.6% (n=66) reported being underemployed working less than 20 hours
per week, 7.1% (n=26) working full time but less than 30 hours per week, and 25.5%
(n=93) reported being employed full-time. Household monthly incomes ranged from $0
to $4,500 with all participants meeting the low-income criteria for HACSB housing
assistance due to the number of individuals residing in the home. For example, the
participant that reported a household income of $4,500 had eight individuals living in the
household at the time of survey completion. The mean household income for surveyed
participants was $1,148.58 (95% CI= $1,067.26, $1,229.90) the median household
income being $1,030.

Table 3
Demographic characteristics of study participants (N=380).
Characteristic

Frequency
(n)

% of
Sample

Gender
Female
Male
Missing

341
33
6

89.7
8.7
1.6

Housing Choice Voucher program
Public Housing program

303
77

79.7
20.3

21-24
25-34
35-49
50-61
62 and up

30
154
98
24
9

9.6
49
31.2
7.7
2.5

Black or African American
Hispanic or Latino
Mixed: Parents are from 2 diff groups

190
86
51

50.9
23.1
13.7

Housing
Program

Age

Ethnicity
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Characteristic

Frequency
(n)
30
7
7
2

% of
Sample
8.0
1.9
1.9
.5

Single
Married
Divorced
Separated
Living with a partner
Widowed

254
50
28
28
11
7

67.2
13.2
7.4
7.4
2.9
1.8

Apple Valley Unified
Barstow Unified
Chaffey Joint Union High
Chino Valley Unified
Colton Joint Unified
Fontana Unified
Hesperia Unified
Morongo Unified
Redlands Unified
Rialto Unified
San Bernardino City Unified
Snowline Joint Unified
Upland Unified
Victor Valley Union High
Yucaipa-Calimesa Joint Unified

9
10
21
7
30
15
13
1
11
43
174
2
4
37
3

2.4
2.6
5.5
1.8
7.9
3.9
3.4
.3
2.9
11.3
45.8
.5
1.1
9.7
.8

1
2
3
4
5
6
7
8
9
10

24
55
97
79
52
24
13
4
7
2

6.7
15.4
27.2
22.1
14.6
6.7
3.6
1.1
1.8
.6

1
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34.1

White or Caucasian
Asian or Asian American
Other
American Indian or Native American
Marital Status

Community/
School District

Individuals in
Household

Number of
Young Children
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Characteristic
2
3
4
5
6
7
9

Frequency
(n)
94
42
19
5
2
3
1

% of
Sample
37.3
16.7
7.5
2.0
.8
1.2
.4

81
52
64
35
24
26

28.7
18.5
22.7
12.4
8.5
9.2

7
31
36
216
52
27
5
2

1.9
8.2
9.6
57.4
13.8
7.2
1.3
.5

93
26

25.5
7.1

59
5
181

16.2
1.4
49.7

89
90
81
54
25
9
6
3
1

24.9
25.1
22.6
15.1
7.0
2.5
1.7
.8
.3

Length of
Residence
9 mos. to 1 year
1.5 years to 2.5 years
3 years to 5 years
5.5 years to 10 years
10.5 years to 20 years
21 years to 49 years
Education
Elementary School K-5
Middle School 6-8th
GED
High School
Vocational
Associates (2 year)
Bachelor’s Degree (4 year)
Postgraduate
Employment
Full-time
Full-time but less than 30 hrs. per
week
Part-time (10-20 hours)
Less than 10 hours
Unemployed
Income
$0-500
$501-1,000
$1,001-1,500
$1,501-2,000
$2,001-2,500
$2,501-3,000
$3,001-3,500
$3,501-4,000
$4,001-4,500
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Measures
The measures in this study were used to examine individual, family, and
community-level determinants of family resilience, health, and risk for substance abuse,
as well as significant demographic variables. All of the instruments used in this study
were standardized and have either been validated among low-income populations, ethnic
minority populations, or both (See Table 4). Descriptions of the instruments utilized are
detailed below. Although lengthy in description, the following explanation is necessary
as the concept of family resilience is complex and requires a comprehensive individual
assessment in order to adequately capture and clarify its multidimensional nature.
Currently there is not one single measure that adequately represents resilience at the
family level, let alone the individual, family, and community levels altogether (Benzies &
Mychasiuk, 2009).
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Table 4
Organization of observed variables and representative instruments and measures.
Observed
Variable
CommunityLevel Resilience
Community
Social Support
Community
Involvement
Organizational
Religiosity

Quality of
Environment

Community
Resources

Collective Ethnic
Identity

Representative Instrument/Measure

Social Support Index community and friend subscales
(McCubbin, Thompson, & McCubbin, 1996)
Participation in Community Meetings Survey Question
(Distelberg & Taylor, 2010, 2011)
Four Religiosity Survey Questions based upon literature review
Joshi, Hardy, and Hawkins (2009)
Perceptions of community safety and conditions
(Mujahid, Diez Roux, Morenoff, & Raghunathan, 2007), (Elo, et
al., 2009)
Constructed Neighborhood Characteristics and Conditions
(U.S. Census Bureau, 2010a)
(National Center for Education Statistics, n.d.)
(California Department of Education Analysis Measurement &
Accountability Reporting Division, 2010)
(SchoolDistrictFinder.com, 2012)
Assessment of Churches, Schools, Healthcare Providers,
Libraries, Grocery Stores, Youth-Serving Organizations, and
Daycares
(National Center for Education Statistics, n.d.)
(MapQuest Inc., n.d.)
(SchoolDistrictFinder.com, 2012)
Multigroup Ethnic Identity Measure (Phinney, 1992)

Family-Level
Resilience
Family Structure
Family Cohesion
& Adaptability
Family Social
Support
Family Financial
Resources
Family
Spirituality &
Religiosity

Number of Individuals Residing in Household Survey Question
(Distelberg & Taylor, 2010, 2011)
Family Adaptability and Cohesion Evaluation Scale-III (Olson,
1986)
Social Support Index family subscale
(McCubbin, Thompson, & McCubbin, 1996)
Sources of Household Income Survey Question
(Distelberg & Taylor, 2012; Distelberg & Taylor, 2010, 2011)
Family Coping Index affirming the family’s confidence subscale
(McCubbin, Thompson & Elver, 1996)
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Observed
Variable
Family Adversity
Narrative
Family
Collaborative
Communication
Family
Celebrations
Access to Formal
Social Service
Systems
Individual-Level
Resilience
Internal Locus of
Control
Self-Esteem
Optimism &
Hope
Individual
Spirituality &
Religiosity
Education
Behavioral
Health Outcomes
Physical and
Perceived Health
General Mental
Health
Anxiety
Depression
Somatization
Substance Abuse
Risks

Representative Instrument/Measure
Spiritual Perspective Scale adapted for family (Reed, 1986b)
Family Problem-Solving Communication Scale
(McCubbin, Thompson, & McCubbin, 1996)
Family Celebration Index (McCubbin, Thompson, & McCubbin,
1996)
Healthcare, Education, Employment, & Government Support
Receipt Survey Questions
(Distelberg & Taylor, 2012; Distelberg & Taylor, 2010, 2011)

Internal subscale from Levenson’s Internal, Powerful Others, and
Chance Subscales (Levenson, 1975; Wenzel, 1993)
Rosenberg Self-Esteem Scale (Rosenberg, 1979)
State Hope Scale (Snyder, et al., 1996)
Spiritual Perspective Scale (Reed, 1986b)
Highest Level of Education Obtained Survey Question
(Distelberg & Taylor, 2010, 2011)

Duke Health Profile physical and perceived health subscales
(Parkerson, Broadhead, & Tse, 1990)
Duke Health Profile mental health subscale
(Parkerson, et al., 1990)
Brief Symptom Inventory anxiety subscale (Derogatis, 1993)
Brief Symptom Inventory depression subscale (Derogatis, 1993)
Brief Symptom Inventory somatization subscale (Derogatis, 1993)
National Institute on Drug Abuse’s Modified, Alcohol, Smoking,
Substance Abuse Involvement Screening Test
(Humeniuk, et al., 2008; WHO ASSIST Working Group, 2002)
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Table 5
Instrument psychometrics.
Cronbach’s
Instrument-Subscales
Brief Symptom Inventory- Anxiety, Depression, Somatization

α

Subscales

.833-.893

Duke Health Profile- Mental Health & General Health Subscales

.720-.765

National Institute on Drug Abuse’s Modified Alcohol, Smoking,
Substance Involvement Screening Test

.766

Social Support Index-Family and Community Subscales

.606-.757

Organizational Religiosity

.776

Perceptions of Neighborhood Safety

.885

Perceptions of Neighborhood Conditions

.952

Multigroup Ethnic Identity Measure

.909

Family Adaptability & Cohesion Evaluation Scale-III
Family Coping Index- Affirming the Family’s Confidence Subscale
Revised Spiritual Perspective Scale (family and individual)
Family Problem-Solving Communication

.681-.836
.889
.926-.939
.802

Shortened Version of Levenson’s Internal, Powerful Others, and
Chance Scales-Internal Subscale

.712

Rosenberg Self-Esteem Scale

.858

State Hope Scale

.824

Note. n=380

Endogenous Variables
Health
Health served as one of the dependent or endogenous variables for this study.
With regard to SEM, latent variables that are endogenous variables are influenced either
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directly or indirectly by the exogenous variables in the model (Byrne, 2008). Three
instruments were used to create the construct of health and obtain a comprehensive
picture of both physical health and mental illness among low-income ethnic minority
families. It was conceptually logical to create a construct of health as respondents’
answers regarding their physical health would likely be associated with their answers
regarding symptoms associated with Somatization, a mental illness in which a person
reports physical symptoms but no physical cause can be found. A major benefit in
utilizing SEM in the examination of latent constructs is its ability to measure grouped
variables together thereby reducing the measurement error of individual measures. This is
a notable strength of this study as both the use of more than one measurement and SEM
strengthen the health measurement by keying into the latent construct across multiple
measures.

Brief Symptom Inventory
The somatization, depression, and anxiety symptom scales within the Brief
Symptom Inventory (BSI) (Derogatis, 1993), were used to measure symptoms associated
with three specific mental illnesses pervasive among low-income populations. The
purpose of the BSI is to assess for primary psychological symptoms associated with nine
mental health disorders. Rated on a five-point scale, each item reflects the intensity of
distress in the past fourteen days (Derogatis, 1993). Examples of BSI statements include
the frequency of the following symptoms: nervousness or shakiness inside; thoughts of
ending your life; and pains in heart or chest. Scores for each of the three subscales
(somatization, depression, and anxiety) were obtained by summing the responses to the
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items keyed to a particular subscale. As such, scores for each subscale could range from
between 6 to 30 for the depression and anxiety subscales, and 7 to 35 for the somatization
subscale with higher scores indicating more primary psychological symptoms and lower
overall mental health (Derogatis, 2000).
The BSI has been tested for reliability and validity in more than 400 studies
among a diversity of gender, ethnic, racial, and socioeconomic groups (Derogatis, 1993;
Gill, Butterworth, Rodgers, & Mackinnon, 2007; Hoe & Brekke, 2008; Hwang & Goto,
2009; Wiesner, et al., 2010). The internal consistency of each of the three subscales is
acceptable: Anxiety, α= .79; Depression, α= .84; and Somatization, α= .74 (Derogatis,
2000). In a study examining Black and Hispanic women, the average internal consistency
for each of the three scales was α= .86 (Wiesner, et al., 2010), similar those of Derogatis
(2000). The validity of the BSI has been supported through factor analyses that confirm
the a priori construction of the three symptom dimensions (Derogatis, 1993). In the
current study, the three subscales yielded noteworthy internal consistency reliability
coefficients: Anxiety, α= .852; Depression, α= .893; and Somatization, α= .833.

Duke Health Profile
The second instrument used in examining mental health was the mental health
subscale of the Duke Health Profile. Five items comprising the mental health subscale of
the Duke Health Profile (DUKE) (Parkerson, et al., 1990), were used to gain an overall
sense of self-reported mental health as opposed to individual symptoms associated with
three distinct mental health illnesses. The purpose of the complete DUKE instrument is to
assess for self-reported health-related quality of life (HRQOL) (Fischer, Corcoran, &
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Fischer, 2007). Rated on a three-point scale, the DUKE has been studied extensively in
the United States and abroad, having been translated into 17 languages. Examples of
statements comprising the DUKE mental health subscale included the following
statements: I give up too easily; I have difficulty concentrating; and I like who I am.
Depending on the statement, responses range from “Yes, Describes Me Exactly/None ” to
“No, Doesn’t Describe Me At All/A Lot.” Once two questions were reverse scored and
transformed to represent scores of 0, 50, or 100, higher scores on the DUKE mental
health indicated a lower level of mental health.
Six items comprising the physical and perceived health subscales of the Duke
Health Profile (DUKE) (Parkerson, et al., 1990), were used to measure the construct of
overall individual health. Examples of DUKE statements included the following
statements: Today you would have difficulty walking up a flight of stairs or Running the
length of a football field; During the past week how much trouble have you had sleeping;
and I am basically a healthy person. Depending on the statement, responses ranged from
“Yes, Describes Me Exactly/None ” to “No, Doesn’t Describe Me At All/A Lot.” Higher
scores on the DUKE indicated a lower health quality of life. The DUKE has been tested
for reliability and validity among many thousands of people from a diversity of
backgrounds. The internal reliability scores of the DUKE range from the α=. 60s to the
.70s (Parkerson, et al., 1990). Test-retest reliability scores range from the α=. 50s to the
.70s (Parkerson, et al., 1990). The DUKE has extensive evidence of concurrent,
discriminative, construct, and predictive validity in a number of sample populations
(Parkerson, et al., 1990). In the current study, the mental health subscale yielded a
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noteworthy internal consistency reliability coefficient of α= .720. The reliability of the
summed health scales was also adequate (α= .765).
Substance Abuse
Substance abuse served as the second dependent or endogenous variable for this
study. The National Institute on Drug Abuse’s Modified Alcohol, Smoking, Substance
Involvement Screening Test (NMASSIST) (Humeniuk, et al., 2008; WHO ASSIST
Working Group, 2002), commonly employed by mental health and medical professionals,
was used to examine substance use, preoccupation with substance use, and resultant
problems associated with substance use in the past three months. The language and
simplicity of the NMASSIST were appropriate for the population of interest, as the
NMASSIST has been tested and developed among diverse populations around the world
(Humeniuk, et al., 2008; Newcombe, Humeniuk, & Ali, 2005; WHO ASSIST Working
Group, 2002). The strength of this instrument is the ability to identify an individual’s risk
level for ten types of drugs, and examine a range of substance abuse-related issues, rather
than a one-dimensional observation of substance use.
One substance abuse score was obtained by summing the responses to the items to
the three subscales, creating a total substance abuse risk score. As such, scores ranged
from 30 to 150, higher scores indicating more substance abuse-related issues and higher
levels of risk for substance abuse. In the initial developmental studies of the NMASSIST,
the internal reliability scores for the nine types of drugs ranged from α= .58 on
regretting what was done under the influence of a substance to α=. 90 on use of a
substance. Test-retest reliability scores ranged from α= .60 on resultant problems with
alcohol to α= .91 on preoccupation with the use of other drugs (WHO ASSIST Working

103

Group, 2002). The construct, discriminative, and concurrent validity of the NMASSIST
have been examined through multiple data analyses that support its use as a “valid
screening test for identifying psychoactive substance use in individuals who use a number
of substances and have varying degrees of substance abuse” (Humeniuk, et al., 2008, p.
1). In the current study, the three combined subscales yielded a noteworthy internal
consistency reliability coefficient of α= .766.

Exogenous Variables
Community Resilience
The community level of family resilience served as the exogenous variable of
interest for this study. In SEM, exogenous variables, similar to independent variables, are
used to predict variations in the values of other endogenous, latent variables in the model
(Byrne, 2008). Based upon family resilience literature, this aspect of family resilience
will be represented by measures of organizational religiosity, community social support,
quality of environment, community resources, and collective ethnic identity, key
processes and characteristics that are believed to strengthen the family at the community
level (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black & Lobo, 2008;
Seccombe, 2002; Ungar, 2011). For the purpose of examining equally distributed
communities within this study, communities were defined as unified school districts,
allowing for accurate geographic comparisons, as well as the assessment of certain
socioeconomic characteristics of communities.

104

Community Social Support
Social support received from the community was measured by the “friends” and
“community” subscales of the Social Support Index (SSI) (McCubbin, Thompson, &
McCubbin, 1996). The SSI has not been divided into subscales by Hamilton McCubbin
and his colleagues (1996). Based upon face validity, however, two subscales of the SSI
appear to be present: community, inclusive of friends and community foci, and family.
Therefore, this study also proposed that there were two subscales of social support
measured by the SSI, and confirmatory factor analysis was used to validate this
assumption prior to analyses. Eleven items rated on a five-point Likert scale measured the
degree to which families received support from their community and friends (McCubbin,
Thompson, & McCubbin, 1996). After reverse scoring three items and summing scores
on both subscales, higher scores indicated more social support received outside of the
immediate family. Examples of statements from the SSI subscales included the
following: If I had an emergency, even people I do not know in this community would be
willing to help; I need to be very careful how much I do for my friends because they take
advantage of me; There is a feeling in this community that people should not get too
friendly with each other; and I feel secure that I am as important to my friends as they
are to me. Responses to these statements ranged on a five-point Liker scale from
“Strongly Disagree” to Strongly Agree”. The SSI has been tested and developed among
various gender, ethnic, racial, and socioeconomic groups, and has an internal reliability
and test-retest reliability of .82 and .83 respectively. Tests for validity have shown the
SSI variables to be important predictors of family resilience (McCubbin, et al., 1998;
McCubbin, Thompson, & McCubbin, 1996). In the current study, the community
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subscale yielded a noteworthy internal consistency reliability coefficient of α= .757.

Community Involvement
Included in the survey was a question examining participation in community
meetings, an avenue the HACSB utilizes for residential information exchange, as well as
feedback (Distelberg & Taylor, 2010, 2011). Participants were asked the following
question in order to examine community meeting engagement: If you live in a “public
housing community”, how many community meetings do you attend in a year? Responses
to the question included: never, once a year, 2 to 3 a year, 4 to 7 a year, and 8 to 12 a
year. This question has been utilized in two previous HACSB community assessment
studies (Distelberg & Taylor, 2010, 2011) and provided useful information in assessing
the level of community involvement.

Organizational Religiosity
According to Joshi, Hardy, and Hawkins (2009), among low-income, ethnicminority families, organizational religiosity affects better life outcomes and plays a
significant role in the development of overall family resilience. Based upon a review of
the literature examining low-income families and organizational religiosity, four, fivepoint Likert-scale-type questions were most prevalent in assessing this construct: 1) How
important are religious services to you? 2) How often do you attend church or religious
services? 3) How often do you take part in other activities besides services at your
church or place of worship? 4) How often would you attend church or religious services,
if you were able to? (Joshi, Hardy & Hawkins, 2009). For the purposes of this study,
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these questions, reflecting both frequency and importance of religious activities,
represented the construct of organizational religiosity. After reverse scoring one item,
higher scores on these questions indicated lower levels of organizational religiosity
importance and connection to a religious community. The internal consistency reliability
of these questions was good within this study’s sample (α= .776.)

Quality of Environment
Quality of environment was measured by examining both the perceptions of
neighborhood conditions and characteristics, as well as constructed neighborhood
conditions and characteristics.
Perceptions of the quality of the environment was measured by questions
examining perceptions of neighborhood safety (Mujahid, et al., 2007) and perceptions of
neighborhood conditions (Elo, et al., 2009). Each of these instruments was designed to
assess residents’ perceptions of crime and safety, physical disorder, and social disorder
with their communities. Mujahid, Diez Roux, Morenoff, and Raghunathan (2007)
developed a three-item questionnaire looking at low-income families’ perceptions of
neighborhood safety in order to assess for perceptions of safety and crime in
neighborhoods. The following questions comprised this questionnaire: 1) I feel safe
walking in my neighborhood, day or night. 2) Violence is not a problem in my
neighborhood. 3) My neighborhood is safe from crime. These five-point Likert scale-type
questions were selected because of their successful ability to tap into feelings about both
safety and the presence of crime (Mujahid, et al., 2007). Responses to each question
ranged from “Strongly Disagree” to “Strongly Agree”. Higher scores indicated a greater
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degree of perceiving one’s community as safe. The psychometric properties of this
questionnaire are considered to be strong in that prior studies have shown that subjective
measures of crime and disorder are highly correlated with their objective counterparts
(Elo, et al., 2009). This scale examining perceptions of neighborhood safety showed
excellent internal consistency reliability α= .885).
In addition to neighborhood safety, features of neighborhoods are hypothesized to
affect health and well being among low-income families (Elo, et al., 2009). Taken from
two studies facilitated among low-income neighborhoods by Coulton, Korbin, and Su
(Coulton, et al., 1996), and later by Elo, Mykyta, Marglis, and Culhane (2009), 16, 10point Likert scale-type questions were found to effectively represent low-income
families’ perceptions of neighborhood conditions in three domains: physical disorder,
social disorder, and crime and safety. Examples of questions in the different domains
include the following: How often are these things a problem or are found in your
neighborhood? 1) Drug dealers or users hanging around, 2) Having property stolen, 3)
Graffiti on buildings and walls, 4) Litter or trash on the sidewalks or streets, and 5) Gang
Activity. Responses range from “Rarely” to “Frequently.” Higher scores on these
questions indicated greater degrees to which participants perceived their community
conditions as disordered and unsafe. In the current study, this scale examining
perceptions of neighborhood conditions yielded a noteworthy internal consistency
reliability coefficient of α= .952.
Constructed neighborhood characteristics and conditions were objectively
measured using administrative record data available from the U.S. Census Bureau’s 2011
American Community Survey, 2006-2008 American Community Survey, and 2010
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Decennial Census (U.S. Census Bureau, 2010a), the National Center for Education
Statistics’ Common Core of Data database (National Center for Education Statistics,
n.d.), the California Department of Education’s DataQuest database (California
Department of Education Analysis Measurement & Accountability Reporting Division,
2010), Mapquest Map Builder (MapQuest Inc., n.d.), and SchoolDistrictFinder.com
(SchoolDistrictFinder.com, 2012). Assessing constructed neighborhood conditions and
characteristics consisted of examining the following school district information: median
income, median house value, percentage of residents at or below the federal poverty
level, percentage of residents with less than a high school education, percentage of vacant
housing, percentage of ethnic minorities within the community, 2011 base Academic
Performance Index scores, and vacant housing. These specific aspects of neighborhood
characteristics and conditions have been shown to be significant predictors of lowincome families’ perceptions of neighborhood conditions and safety (Cantwell & Jenkins,
1998; Elo, et al., 2009; Quillian & Pager, 2001; Sampson & Raudenbush, 2004), and
have been utilized in various studies examining their capacity to predict various
behavioral health aspects of low-income families (Oberwittler, 2007; Rollins, et al., 2001;
Tellez, et al., 2006).

Community Resources
In order to access community support networks, community resources must be
available. In examining community resources, the National Center for Education
Statistics’ Common Core of Data database (National Center for Education Statistics,
n.d.), Mapquest Map Builder (MapQuest Inc., n.d.), and the SchoolDistrictFinder.com
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(SchoolDistrictFinder.com, 2012) were used to assess the number of churches and faithbased organizations, schools, healthcare providers, libraries, grocery stores, youthserving organizations, such as Boys and Girls Clubs, and day-care facilities within a
given school district. Studies examining low-income ethnic minority families, have used
these methods to successfully examine the predictive relationship between neighborhood
resources and behavior health outcomes (Tellez, et al., 2006). A formative
conceptualization of community resources was applied to this construct, in that higher
numbers of the aforementioned organizations and businesses within communities
indicated a greater presence of the aforementioned community resources.

Collective Ethnic Identity
The Multigroup Ethnic Identity Measure (MEIM) was used to examine the
construct of collective ethnic identity. This 12-item instrument developed by Jean
Phinney (1992) measured the degree of participants’ personal identification with their
ethnic groups, regardless of their ethnic groups’ unique attributes. The instrument
consists of two subscales: ethnic identity search, a developmental and cognitive
component, and affirmation, belonging, and commitment, an affective component.
Utilizing a four-point Likert scale, examples of questions included in the MEIM
consisted of the following: 1) I am happy that I am a member of the group I belong to, 2)
I feel a strong attachment towards my own ethnic group, and 3) In order to learning more
about my ethnic background, I have often talked to other people about my ethnic group.
Responses to these questions ranged from “Strongly Disagree” to “Strongly Agree.” A
remarkable strength of this assessment is that it allows for comparisons among different
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ethnic groups, even among individuals of unknown ethnicity. Higher scores on the MEIM
indicate a greater sense of belongingness and identification with one’s ethnic group.
Developed among 417 individuals of various ethnic groups and ages, the MEIM has good
inter-item reliability with reliability scores ranging from of α = .81 to .90 for each
subscale (Phinney, 1992). No data is available regarding the test-retest reliability of this
instrument. Within this sample of diverse, low-income families, the MEIM showed
noteworthy internal consistency (α= .909).

Family Resilience
The family level of family resilience was a test variable of interest in this study.
A test variable provides a better understanding of the correlation between the exogenous
and endogenous variables when the variables appear to not have a direct relationship
(Babbie, 2010). Each validated measure utilized to form the family resilience construct
has been used among family scientists to obtain information regarding family
characteristics, interactions, resources, and processes at the family level. Family
resilience as a latent construct was represented by measures of family structure, family
cohesion, family social support, family resources, family adversity narrative, family
spirituality and religiosity, family adaptability, family collaborative communication,
family celebrations and rituals, and access to healthcare, government, and educational
support services, key processes that are believed to strengthen resilience at the family
level (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black & Lobo, 2008;
Seccombe, 2002; Ungar, 2011; Walsh, 2003).
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Family Structure
Included in the survey was a question examining the number of individuals
currently residing in the household. Participants were asked to self-report how many
individuals currently lived in their home. This question has been utilized in two previous
HACSB community assessment studies (Distelberg & Taylor, 2010, 2011) and provided
useful information in ascertaining information pertaining to the variety of family
structures present within low-income communities.

Family Cohesion and Adaptability
Both family cohesion and adaptability were measured by the Family Adaptability
and Cohesion Evaluation Scale- III (FACES-III) (Olson, 1986). Twenty items rated on a
five-point Likert scale examined individual perceptions of family cohesion and
adaptability, two of three dimensions necessary for effective family functioning
according to David Olson (1986). Higher scores on the FACES-III indicate more
cohesion and adaptability and higher levels of family functioning. Examples of
statements from the FACES-III include the following: Family members ask each other
for help; In solving problems, the children’s suggestion are followed; and Rules change
in our family. Responses to the aforementioned statements range from “Almost Never” to
Almost Always”. Useful for the purpose of this study, the development of FACES-III has
involved extensive research with over 2,453 adults across varying lifecycles, family
structures, ages, and backgrounds. For the total instrument, the reliability is α=. 68, (.77
for cohesion and .62 for adaptability. Test-retest reliability is not available for the
FACES-III, but for the previous version, FACES-II, the test-retest reliability is α=. 83
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for cohesion, and α=. 80 for adaptability (Olson, 1986). In the current study, the two
subscales yielded noteworthy internal consistency reliability coefficients, either being
close to or exceeding the desired Chronbach’s alpha of .70 (Field, 2009): Cohesion, α=
.836; and Adaptability, α= .681.

Family Social Support
Family social support was measured by the “family” subscale of the Social
Support Index (SSI) (McCubbin, Thompson, & McCubbin, 1996). Again, it is important
to note that the Social Support Index has not been divided into subscales by Hamilton
McCubbin and his colleagues (1996). Based upon face validity, however, two subscales
of the SSI appear to be present: community, inclusive of friends and community foci, and
family social support received from within the family unit. With that in mind, this study
also proposed that there were two subscales of social support measured by the SSI, and
confirmatory factor analysis was used to validate this assumption prior to analyses. Six
items rated on a five-point Likert scale measured the degree to which families received
support from their immediate families (McCubbin, Thompson, & McCubbin, 1996).
Higher scores on the SSI indicated more social support received from family members.
Examples of statements from the SSI subscale included the following: I feel good about
myself when I sacrifice and give time and energy to members of my family; The members
of my family make an effort to show their love and affection for me; and Member(s) of my
family do not seem to understand me- I feel taken for granted. Responses to the
aforementioned statements ranged from “Strongly Disagree” to Strongly Agree”. The SSI
has been tested and developed among various gender, ethnic, racial, and socioeconomic
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groups, and has an internal reliability and test-retest reliability of .82 and .83 respectively.
Tests for validity have shown the SSI variables to be important predictors of family
resilience (McCubbin, et al., 1998; McCubbin, Thompson, & McCubbin, 1996). The
family subscale yielded an acceptable internal consistency reliability coefficient of α=
.606.

Family Financial Resources
Included in the survey were also questions examining families’ sources of
income. In ascertaining other sources of income besides government supports the
following questions was asked: What are your household’s sources of income excluding
public benefits? Responses to this question included full time employment, part-time
employment, retirement, disability pensions, child support, alimony, and worker’s
compensation among others. This question has been utilized in three previous Housing
Authority of the County of San Bernardino studies (Distelberg & Taylor, 2012;
Distelberg & Taylor, 2010, 2011) and created a larger picture of the means by which lowincome families are financially supported.

Family Adversity Narrative
The “affirming the family’s confidence” subscale of the Family Coping Index
(FAMCI) was used to examine the construct of family adversity narrative. This 8-item
subscale, along with the entire FAMCI, was developed by McCubbin, Thompson, and
Elver (1996) to systemically assess self-reported coping responses of the family. Utilizing
a five-point Likert scale, examples of statements included in the FAMCI subscale
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consisted of the following that describe a family’s attitudes and behavior in response to
challenges or problems: Knowing we have the power to solve major problems; Knowing
that we have the strength within our family to solve our problems; and Facing the
problems head on and trying to get a solution right away. Responses to these questions
ranged from “Strongly Disagree” to “Strongly Agree.” Higher scores on the subscale
indicate higher levels of using affirmations of the family’s confidence as a family coping
effort. The scale was developed as an instrument that would be ethnically sensitive and
applicable to diverse families, and was developed among 477 families of various ethnic
groups and backgrounds (McCubbin, Thompson, & Elver, 1996). The “affirming the
family’s confidence” subscale of the FAMCI has good inter-item reliability with a
reliability score of α = .70. The entire FAMCI instrument has very good stability with
test-retest correlations over a period of 6 to 12 months ranging from α = .41 to .57. The
subscale, “affirming the family’s confidence”, also has good predictive validity as it was
found to be significantly related to successful residential post-treatment outcomes for
African-American youth (McCubbin, Thompson, & Elver, 1996). This subscale showed
excellent internal consistency among this study’s sample (α= .889).

Family Spirituality and Religiosity
For the purposes of this study, it is useful to examine a family’s shared spirituality
and religiosity as distinct from individual spirituality and organizational or communal
religiosity. To date no instruments have been developed to examine this phenomena,
however, the adapted Spiritual Perspective Scale (SPS) developed by Dr. Pamela Reed
(Reed, 1986b) was modified to inquire about the presence of shared spirituality and
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religiosity within the family. In order to examine the saliency of a shared spiritual
perspective in a family’s life, 10 modified Likert-type questions were included in the
survey. The modified questions, representing family spirituality and religiosity, included
the following: In talking with family, how often do you mention spiritual matters?; How
often do you read spiritually-related materials to or with your family?; and How often do
you engage in prayer or meditation with your family? Responses to these questions
ranged from “Not at all” to “About once a day.” Higher scores on these questions
indicated greater family spirituality and religiosity. In its initial test with over 400 adults
of all ages, reliability for the SPS was rated consistently over α= .90. All item-scale
correlations were above α=. 60, and the average inter-item correlation’s ranged from α
=.54 to .60. The SPS had excellent internal consistency reliability, as well, within this
study (α= .939).

Family Collaborative Communication
The construct of family collaborative communication was measured by the
Family Problem-Solving Communication Scale (FPSC) (McCubbin, Thompson, &
McCubbin, 1996). Ten items rated on a four-point Likert scale examined incendiary
(negative) communication and affirming (positive) communication, two dominant
patterns in family communication that influence the ways in which families cope with
hardship and catastrophes. This instrument was specifically developed for family
resiliency research among 1,404 individuals of various ethnicities and backgrounds
(McCubbin, Thompson, & McCubbin, 1996). When three items on the incendiary
communication subscale were reverse scored, higher scores on the FPSC indicated higher
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levels of positive and collaborative family communication. Examples of statements from
the FPSC included the following: We yell and scream at each other; We talk things
through till we reach a solution; and We take time to hear what each other has to say or
feel. Responses to the aforementioned statements range from “False” to “True”. With an
inter-item reliability score of α=. 89 and a test-retest reliability of α=. 86, the FPSC has
excellent reliability. The FPSC had great reliability within this study’s sample (α= .802).

Family Celebrations and Rituals
The single-scale Family Celebrations Index (FCEL) was used to measure the
extent to which families shared and celebrated special events (McCubbin, Thompson, &
McCubbin, 1996). Rated on a four-point scale, each item reflected the frequency of
observing particular family events and holidays. Examples of FCEL statements included
the frequency of the following events: Friend’s special events; Children’s birthday(s);
Religious occasions; and Yearly major holidays. Higher scores on the FCEL indicated a
greater frequency of family celebrations, which according to McCubbin and Thompson
(1996) facilitate effective family functioning and strengthen the family. In its
development, the FCEL was tested for reliability and validity among more than 304
diverse families. The internal reliability score of the FCEL is α=. 86, however, no testretest reliability data is available. In the current study, the FCEL yielded a noteworthy
internal consistency reliability coefficient of α= .873.

Access to Employment and Education Services
Included in the survey were questions examining engagement in education and
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job training programs. Participants were asked the following question in order to examine
access to education and employment services: Are you currently enrolled in any
educational, literacy, or job training programs? Responses to these questions were yes
and no, and formative evaluations were used to assess access to these services. These
questions has been utilized in three previous Housing Authority of the County of San
Bernardino studies (Distelberg & Taylor, 2012; Distelberg & Taylor, 2010, 2011)and
provided useful information in assessing the level of educational and employment
resources and supports the family currently had.

Access to Healthcare Services
Also included in the survey was a question examining health care support.
Participants were asked to respond to the following statement in order to examine access
to healthcare services: Thinking of your family, check all of the following options that
your family uses for health care support. Responses to statement included: purchased
policy on my own, current or former employer, Medicaid/Medicare, family not currently
covered, and Inland Empire Health Program. This question has been utilized in three
previous Housing Authority of the County of San Bernardino studies (Distelberg &
Taylor, 2012; Distelberg & Taylor, 2010, 2011) and provided useful information in
assessing the level of healthcare resources and supports the family currently had. A
formative conceptualization of healthcare services was used to assess this construct in
that higher scores indicated higher levels of access to healthcare services.
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Access to Government Supports
In examining government supports, included in the survey was the following
question: What public benefits do your and your children currently receive? Responses to
this question included Temporary Assistance for Needy Families, food stamps, the
Women, Infant, and Children (WIC) program, and unemployment insurance among
others. This question has also been utilized in two previous HACSB community
assessment studies (Distelberg & Taylor, 2010, 2011) and provided useful information in
assessing the level of government resources and supports the family currently had.
Similar to that of the construct “access to healthcare services”, a formative
conceptualization of government supports was used to assess this construct and higher
scores indicated higher levels of access to government supports.

Individual Resilience
The individual level of family resilience also served as a test variable of interest in
this study. Based upon family resilience literature, this particular construct was
represented by measures of locus of control, self-esteem, optimism or hope, individual
spirituality and religiosity, education, and health, key modifiable factors that are believed
to be determinants of family resilience at the individual level (Benzies & Mychasiuk,
2009; Bhana & Bachoo, 2011; Black & Lobo, 2008; Seccombe, 2002; Ungar, 2011;
Walsh, 2003).

Locus of Control
Individual locus of control was measured by the shortened version of Levenson’s
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Internal, Powerful Others, and Chance (IPC) Scales (Levenson, 1975; Wenzel, 1993).
Nine items rated on a four-point Likert scale represented internal and external control
expectancies specific to an individual’s own life. The National Comorbidity Survey
utilized this shortened version to assess for correlates of Diagnostic and Statistical
Manual of Mental Disorders (DSM) disorders (Allen & Lauterbach, 2007). This survey
was the first nationally represented mental health survey and was carried out in a new
national sample of 10,000 respondents of various ages, ethnicities, and backgrounds
(Kessler & Magee, 1993). When the P and C scales were reverse scored, higher scores on
the IPC represented greater levels of internal locus of control. Examples of statements
from the IPC Scales included the following: I feel like what happens in my life is mostly
determined by powerful people; Often there is no chance of protecting myself from bad
luck; My life is determined by my own actions; and When I get what I want, it’s usually
because I’m lucky. Responses to the aforementioned questions ranged from “Not True At
All” to “Very True”. The original standardization of this tool reports inter-item reliability
ranging from α=. 60 to .85 for the I scale, α=. 62 to .91 for the P Scale, and α=. 64 to
.79 for the C Scale (Wenzel, 1993). A resilience-focused study examining adult survivors
of trauma utilizing the short version of the Levenson’s scale reported an inter-item
reliability of α=. 79 (Allen & Lauterbach, 2007). As a whole, the IPC yielded an internal
consistency reliability coefficient of α= .572.
Due to its low inter-item reliability, item-total statistics were examined for the
IPC in order to determine whether or not the removal of one or more items from the
complete scale would increase reliability coefficient. Examination of item-total statistics
indicated that the deletion of any specific item would not improve scale reliability
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sufficiently. The reliabilities for the Internal, Powerful Others, and Chance subscales
were then examined separately. Although the reliability for the Powerful Others (α=
.552) and Chance subscales were poor (α= .478), the reliability of the Internal subscale
was good (α= .712). Being that this subscale well- represented the construct of interest,
it alone was used in the analyses.

Self-Esteem
The one-dimensional Rosenberg Self-Esteem Scale (RSE) was used to measure
individual self-esteem (Rosenberg, 1979). Rated on a four-point scale, one of the scale’s
greatest strengths is the vast amount of research that has been facilitated utilizing this
instrument among low-income ethnic minority families throughout the years (Hatcher &
Hall, 2009; Kunz & Kalil, 1999; Taylor, 2011). Examples of RSE statements included the
following: On the whole, I am satisfied with myself; I feel that I have a number of good
qualities; and I certainly feel useless at times. Responses to the aforementioned
statements ranged from “Strongly Agree” to “Strongly Disagree.” When five negative
items were reverse scored, higher scores on the RSE indicated lower levels of individual
self-esteem. The RSE was originally tested for reliability and validity among more than
5,000 individuals of various ethnicities and backgrounds (Rosenberg, 1979). The internal
reliability score of the RSE is α=. 92, and two studies of test-retest reliability indicated
excellent scale reliability with scores ranging from α= .85 to .88. Within this study, the
RSE had excellent reliability with a Cronbach’s alpha of α= .858.
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Optimism and Hope
The construct of optimism and hope was measured by a revised version of the
State Hope Scale (SHS) (Snyder, et al., 1996). Six items rated on a eight-point Likert
scale examined two dimensions of hope, defined as a cognitive set comprising agency
and pathways to reach goals (Snyder, et al., 1996). This instrument was developed in
series of four studies, the first study involving a sample of 444 diverse individuals
(Snyder, et al., 1996). Higher scores on the SHS indicated greater amounts of hope.
Examples of statements from the SHS included the following: If I should myself in a jam,
I could think of many ways to get out of it and Right now, I see myself as being pretty
successful. Responses to the aforementioned statements range from “Definitely False” to
“Definitely True”. With an inter-item reliability score of α=. 93 and a test-retest
reliability scores ranging from α=. 48 to .93, the SHS has excellent reliability. In the
current study, Cronbach’s alpha of the SHS was in the acceptable range (α= .824).

Individual Spirituality and Religiosity
A slightly adapted version of the Spiritual Perspective Scale (SPS) developed by
Dr. Pamela Reed (Reed, 1986b) was used to represent the construct of individual
spirituality within the family resilience model. Although developed in 1986, the SPS has
been the most utilized measure of religiosity and spirituality among low-income families,
and, among this population, has been successful in predicting both substance abuse and
mental and physical health outcomes (Hackney & Sanders, 2003; Joshi, et al., 2009;
Todd & Worell, 2000). In “research years” it is fairly new, as it often takes time to
achieve reliability and generalizability among diverse groups (Howell, et al., 2005). For
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the purpose of maintaining the integrity of this study and a multicultural feminist lens, it
was important to include instruments that have been found to be reliable and predictive
among low-income, ethnic minority families. The purpose of the 10 Likert-type questions
that comprise the SPS is to examine the saliency of a spiritual perspective in an
individual’s life. The questions, representing individual spirituality and religiosity,
included the following: How often do you read spiritually-related materials?; How often
do you engage in private prayer or meditation?; and My spirituality is an important part
of my life. Based upon the type of question, responses to these questions ranged from
“Not at all or Strongly Disagree” to “About once a day or Strongly Agree.” Higher scores
on these questions indicated greater degrees of individual spirituality and religiosity. In
its initial test with over 400 adults of all ages, reliability for the SPS was rated
consistently over α= .90. All item-scale correlations were above α=. 60, and the
average inter-item correlations ranged from α=. 54 to .60. In the current study, the
reliability of the SPS was very good (α= .926).

Education
In the survey, participants were asked the following question in order to examine
individual education: What is the highest level of education you have achieved?
Responses to this question included elementary school, middle school, high school, and
postgraduate among others. This question has been utilized in two previous Housing
Authority of the County of San Bernardino community assessment studies (Distelberg &
Taylor, 2010, 2011) and provided useful information in ascertaining residents’ current
levels of education.
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Demographic Information
Questions pertaining to participants’ background and basic demographic
characteristics were included in the survey. Demographic questions included, but were
not limited to the following: age, sex, head of household status, employment status,
marital status, socioeconomic status, and ethnicity (see Appendix A).
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CHAPTER FIVE
RESULTS

Data Screening and Preliminary Checks
In the first stage of analyses, data were screened in order to determine whether or
not the sample met distribution assumptions for structural equation modeling. An
examination of the means and standard deviations for all observed variables (see Table
6), as well as a visual inspection of histograms (Appendix C), was conducted to assist in
screening the data for univariate outliers. A regression to test Mahalanobis’ Distance was
also conducted in order to screen for multivariate outliers. The regression to test
Mahalanobis’ Distance and descriptive outputs revealed 3 outlier cases that exceeded the
critical chi square value of 89.272 (df=52). Consequently, all three cases were removed
from the dataset. The assumptions of multivariate linearity and normality were also
evaluated in EQS using cases with the largest contribution to Marda’s coefficient.

Table 6
Means, standard deviations, skewness, and kurtosis of study variables.

Community Median Income
Community Poverty
Community Median House Value
Community Vacant Housing
Community Education-Less than High
School
Community- Ethnic Minority
Population
Community School District API
Community Resources

M
SD
Skewness Kurtosis
49, 192.50 9,596.73
14.19
13.39
18.16
5.53
-5.82
-3.28
334,447.89 58,485.44
11.03
18.78
9.62
3.00
9.99
5.97
28.69

6.60

-9.54

1.74

49.04
739.76
274.50

7.80
34.38
130.07

-10.92
7.86
-2.02

5.14
-.94
-6.86
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Community Social Support
Quality of Environment-Safety
Quality of Environment- Conditions
Collective Ethnic Identity
Organizational Religiosity
Community Involvement
Family Spirituality
Individuals Living at Home
Access to Health Services
Access to Government Supports
Access to Education Services
Family Cohesion
Family Adaptability
Family Sources of Income
Family Adversity Narrative
Family Social Support
Family Collaborative Communication
Family Celebrations
General Health
Level of Education
Individual Spirituality
Internal Locus of Control
Self-Esteem
Hope
Substance Abuse Risk
Overall Mental Health- Duke
Anxiety
Depression
Somatization
Note. n=380

M
36.299
9.22
61.50
31.54
10.08
1.76
3.68
3.78
1.32
1.71
.25
35.38
24.04
.69
30.99
21.52
30.96
21.18
30.48
4.03
3.69
.36
16.67
27.50
32.50
19.47
8.40
8.44
10.26

SD
Skewness Kurtosis
6.85
-4.52
4.11
3.39
-1.47
-2.71
39.69
5.29
-2.449
7.60
-4.73
3.40
4.24
3.50
-1.70
1.272
1.373
.403
1.09
-4.67
-2.03
1.75
-6.86
4.22
.68
-1.32
-1.73
1.07
1.91
-1.78
.50
14.77
10.40
7.76
-5.71
3.93
6.24
2.74
1.64
.62
3.48
-1.21
6.57
-10.75
10.533
3.88
-1.07
-.83
5.55
-6.31
2.40
5.84
-10.96
6.724
24.49
5.74
-.76
1.11
.333
5.88
1.07
-4.88
-2.60
.32
-12.73
11.12
5.21
4.75
-.68
6.75
-7.31
2.57
4.918
23.44
66.40
21.436
10.66
6.11
4.03
19.103
24.793
4.25
19.762
26.865
4.53
15.269
15.658

Both variables and individual responses were examined for patterns of missing
data. The variables examining age, years lived in the community, and community
involvement had missing data above the acceptable 5- 10% range (Mertler & Vannatta,
2005). Because age and years lived in the community were demographic variables, and
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would not be directly used as either exogenous or endogenous variables, the level of
missing data was not of concern for the subsequent analyses. The planned exogenous
variable, community involvement, however, was removed and not included in subsequent
analyses. For variables randomly missing between 5 and 10% of the responses, missing
values were substituted by respondents’ mean scores on a given scale or subscale using
the series mean estimation method in SPSS 20.0. The purpose for mean imputation is to
reduce the possibility of restriction of range and lack of variability that tends to occur
with traditional mean replacement methods (Mertler & Vannatta, 2005). This allows for
increased power when conducting structural equation modeling analyses. Participants
who did not complete entire subscales or more than 20% of the data were excluded from
the analysis. Independent-samples t-tests were conducted on each study variable to
ascertain whether or not systematic differences were present between the group with
missing values and the group without missing values. The presence of significant
differences would greatly impact the interpretation of findings. No significant differences
were found, however. Table 7 shows the number of items replaced and item means before
and after mean imputation, as well as t-test results.
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Table 7
Variable means before and after mean imputation and t-test results between missing and
non-missing groups.

Level of
Education
Individuals Living
at Home
Community
Social Support

Quality of
EnvironmentSafety
Quality of
EnvironmentConditions
Collective Ethnic
Identity
Family Cohesion
Family
Adaptability
Family Adversity
Narrative
Anxiety
Depression
Somatization
Access to
Education
Family Social
Support
Family

Mean Before
Data
Replacement

Mean After
Data
Replacement

Number of
Missing
Values
Replaced

4.03

4.026

4

3.78

3.783

23

36.2963

36.7042

5

t(21.5)=.2,
p=.834

9.2334

9.2412

6

t(21.5)=.7,
p=.465

61.3352

62.3998

25

t(21.6)=1,
p=.334

31.5526

32.0087

3

35.3990

35.8115

2

24.0658

24.3889

3

30.9895

31.3067

3

8.4495

8.4751

7

8.4589

8.5039

6

10.3210

10.3948

6

.2513

.2530

1

21.5053

21.6469

5

30.9554

31.1570

2

128

T-test
Results*
t(24.6)=1.3,
p=0.223
t(28.6)=.3,
p=.730

t(23.8)=.9,
p=.389
t(22.9)=.9,
p=.388
t(22.3)=1.6,
p=.116
t(23.7)=.9,
p=.359
t(25.6)=.2,
p=.826
t(24.4)=.0,
p=.987
t(26.1)=.0,
p=.991
t(23.3)=.7,
p=.500
t(21.7)=1.8,
p=.078
t(25.9)=1.4,

Mean Before
Data
Replacement
Collaborative
Communication
Family
Celebrations
Self-Esteem
Hope
Substance Abuse
Risk

Mean After
Data
Replacement

Number of
Missing
Values
Replaced

T-test
Results*
p=.160

21.1365

21.1838

2

16.6966

16.8345

4

27.4947

27.7099

7

32.51

32.7685

1

19.70

1

10.1247

1

3.6892

3

3.7045

2

14.1704

4

Mental Health19.58
Duke
Organizational
10.0707
Religiosity
Family
3.6824
Spirituality
Individual
3.6961
Spirituality
Internal Locus of
13.9789
Control
Note: *Two-tailed t-tests, p ≤ 05.

t(24.8)=.5,
p=.647
t(24)=1.2,
p=.240
t(23.7)=.3,
p=.744
t(24.6)=1.9,
p=.074
t(24.5)=1.6,
p=.116
t(26.5)=.6,
p=.579
t(23.2)=.3, p=.750
t(23.1)=.4,
p=.725
t(22.7)=1.7,
p=.106

Standardized values of skewness and kurtosis and variable histograms were
examined in order to determine whether the assumption of univariate normality was met.
Variables with standardized values of skewedness greater than the absolute value of 6.0
(Raykov & Marcoulides, 2006) were transformed (See Table 8). With transformation,
variables that are positively or negatively skewed are “re-expressed” by applying a
deterministic mathematical function, such as square root, to each score. The positioning
of the scores within the distribution remains the same, however, patterns in the data
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become more interpretable and closer to meeting the assumptions of normality (Lane,
n.d.; Mertler & Vannatta, 2005). The use and type of transformation applied to each
variable were dependent upon a) the scoring of each variable, b) the severity of the skew,
c) the direction of the skew, and d) the impact of transformation on skewness (Mertler &
Vannatta, 2005). Not all variables benefitted from transformation as transformation either
increased the level of skewness or changed the variable in such a way that interpretation
of analytic results would be problematic. Transformation, however, did bring some
variables closer to normality (See Table 8).

Table 8
Standardized values of skewness before and after variable transformations for selected
skewed variables (on the basis of (Mertler & Vannatta, 2005)).

Community Median
Income
Community Median
House Value
Community Vacant
Housing
Community API
Quality of
EnvironmentConditions
Individuals Living at
Home (Family
Structure)
Anxiety
Depression
Somatization
Mental Health- Duke
Substance Abuse Risk

Skewness Before
Transformation

Skewness After
Transformation

Type of
Transformation

14.168

7.026

Log

11.032

5.632

Square Root

9.992
7.856

1.152
7.424

Log
Log

5.286

2.163

Square Root

-6.860
19.103
19.762
15.269
10.656
23.44

-4.635
11.897
8.095
3.254
1.016
7.752

Log
Log
Log
Log
Square Root
Log
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Following transformations, all scores with values of skewness greater than the
absolute value of 6.0 were removed with the exception of the following variables: Family
Collaborative Communication, Family Celebrations, Family Adversity Narrative, Locus
of Control, and Hope. These variables were either close to meeting the inclusion criteria
(less than two standard deviations away) or highly correlated with variables within their
specific ecological resilience constructs. It is important to also note that instruments
examining symptoms associated with mental health and risks for substance abuse are
often skewed with the majority of respondents reporting few symptoms (Aneshensel &
Phelan, 2006; González-Guarda, McCabe, Florom-Smith, Cianelli, & Peragallo, 2011;
Horwitz, Widom, McLaughlin, & White, 2001; Vogt, et al., 2011), thus the decision to
keep the transformed endogenous variables Anxiety, Depression, Somatization, and
Substance Abuse Risk was also made. One extremely valuable feature available of the
EQS software program, however, is the availability of robust Full Maximum Likelihood
method for estimation, which corrects the standard error estimate for bias of non-normal
distributions. For example, the Satorra-Bentler chi square statistic and robust standard
errors have the ability to correct normality bias in large samples (Byrne, 2008). For this
reason, in addition to the importance of the aforementioned concepts within low-income
populations, it was determined that the variables would meet the assumptions of
structural equation modeling when utilizing robust estimations.
With regard to the model building process, the correlation matrix was also
examined to assess the adequacy of variables as representations of the specific ecological
constructs and for inclusion in structural equation modeling (See Table 10). By
definition, variables that are not associated with at least some of the other variables in a
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particular construct or the associations found are not theoretically sound will not
contribute to the analyses. In the community construct, it appeared that the variables
examining community SES characteristics had extremely low correlations with the other
variables in the community construct, community social support, organizational
religiosity, environmental safety and conditions, as well as collective ethnic identities.
Low correlations were also found for both family structure and family sources of income
and their relationship with the other variables in the family construct. These findings did
not come as a complete surprise, however, as Froma Walsh (2003) asserts that family
resilience is more about the quality of social networks and effective family processes and
can be fostered among a variety of family arrangements, economic challenges, and
adverse contexts. The variables examining access to healthcare and government support
services were abnormally correlated and did not make conceptual sense with some of the
other variables examining family resilience and were removed. For example, increased
access to healthcare was negatively correlated with shared spirituality, family sources of
income, collaborative communication, and adversity narrative. It is possible these
questions are one-dimensional in nature, addressing more of the issue of simply having
healthcare and government supports rather than the examination of access. A single
question may not adequately explain the multidimensional phenomena associated with
access, which includes relationships with providers, contact with the health care systems
and government agencies, and the availability of support services such as transportation
and child care services (Wyn, Ojeda, Ranji, & Salganicoff, 2004). With the pre-screening
of variables completed, the following variables comprising the constructs of individual,
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family, and community resilience, as well as health, were included for model building
(see Table 9)

Table 9
Variables to be included in structural equation modeling.
Family
Resilience

Community Resilience

Individual
Resilience

Outcome
Variables



Social Support



Cohesion



Internal
Locus of
Control



Anxiety



Environmental
Conditions



Social Support



Self-Esteem



Depression



Environmental
Safety



Collaborative
Communicatio
n



Optimism &
Hope



Somatization



Collective
Ethnic Identity



Shared
Spirituality



Spirituality



Mental Health
(DUKE)



Organizational
Religiosity



Adversity
Narrative



Education



Substance
Abuse Risk



Celebrations



Physical/
Perceived
Health
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Table 10
Correlation matrix of study variables.
1
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1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34

C-Poverty
C-House Value
C-Vacant Housing %
C-Less than HS Ed
C-% Minorities
C-College Ed
C-Resources
C-Social Support
C- Org Religiosity
C-Environment Safety
C-Environment Conditions
C-Collective Ethnic
F-Access Health
F-Access Gov't
F-Structure
F-Cohesion
F-Adaptability
F-Social Support
F-Income Sources
F-Shared Spirituality
F-Communication
F-Celebrations
F-Adversity Narrative
I-Locus of Control
I-Self-Esteem
I-Hope
I- Spirituality
I- Education
Health
Anxiety
Depression
Somatization
Mental Health
Substance Abuse

2

3

4

5

6

7

8

9

1
-.164**
.438**
-.316**
.265**
.079
-.049
-.034
.339**
.051
.470**
.026
.279**
.334**
.303**
.326**
.207**
-.359**
.419**
.228**
.062
-.274**
-.271**
-.355**
-.289**
-.295**
-.139**

1
-.016
.020
-.125*
.104*
.096
.051
-.134**
-.123*
-.060
-.094
-.572**
-.110 *
-.253**
-.167**
-.070
.071
-.131*
-.586**
-.151**
.069
.034
.057
.011
.077
.092

10

11

12

13

14

15

1
-.684**
.564**
.655**
.413**
-.563**
.603**
-.100
-.063
-.222**
.247**
-.012
.002
.062
.137**
-.067
.116 *
-.152**
-.097
.018
-.065
.040
.005
-.043
.086
-.099
-.008
-.012
.074
.057
.118 *
.104*
.061
-.009

1
-.698**
1
-.367**
.034
1
-.101* -.262** .842**
1
.612** -.175** -.842** -.591**
.012 .188** .418** .413**
.103*
.009 -.051 -.056
-.048
.018
.023
.022
.120*
-.021 -.171** -.168**
-.179**
.062 .162** .164**
-.006
.095 -.048 -.074
-.035
.085
.016
.001
-.129*
.092
.017 -.022
-.083
.094
.097
.017
.027
.098 -.101* -.124*
-.040
.046
.080
.049
.085
.049 -.198** -.184**
.085 -.004 -.094 -.053
.058
.034 -.042 -.065
.041
.047 -.082 -.096
-.010
.088 -.042 -.032
.023
.060 -.009 -.038
.052
.020 -.029 -.040
-.132*
.021
.071
.050
.146** -.020 -.021 -.025
.054
.014 -.094 -.103*
.002
.046 -.023 -.037
-.127*
.060 -.009 -.067
-.101*
.018
.045
.036
-.155**
.070
.058
.027
-.199**
.069
.049 -.002
-.100
.001
.055
.066
-.096
.019
.031
.004

1
.005
1
.026 -.063
-.054 -.086
.100 -.199**
-.125* .194**
.039
.015
-.026
.022
-.102*
-.054
-.115 *
.065
.053 -.032
-.056 .109*
.156** -.092
.095 -.028
.029
.018
.052 -.070
.048
.049
-.012 -.007
.020 -.014
-.075
.026
.019 -.053
.076 -.002
-.011 -.036
-.031 -.007
-.054
.034
-.076
.065
-.094
.005
-.059
.060
-.100 -.107*

1
-.549**
1
.048
.012
1
-.006 -.058
.092
-.026
.012 -.011
.072 -.004 -.048
.148** -.124* .225**
-.100 .154** .155**
.208** -.168** .239**
-.021 -.032
.039
.038 -.024 .304**
.192** -.142** .242**
.076 -.040 .259**
.028 -.002 .286**
.050 -.060 .150**
-.119 * .188** -.165**
.217** -.149** .230**
.047 -.023 .218**
-.033 -.065
.066
-.164** .182** -.124*
-.175** .282** -.089
-.246** .257** -.134**
-.174** .253** -.095
-.159** .248** -.117 *
-.029
.049
.022

**. Correlation is significant at the 0.01 level (2-tailed). *. Correlation is significant at the 0.05 level (2-tailed).

1
.355**
1
.215** .239**
1
.147** -.028
.048
-.020
.026
.008
.073
.022 -.005
-.046 -.291**
-.051
.044 -.059 -.114 *
.048 -.013 -.042
.073
.062
.039
.117 *
-.001 -.096
.085
.040 -.020
-.032 -.014
.092
.044 -.083 -.061
.007 -.114 * -.160**
.032
.033 -.035
.016 -.016 -.079
.010
.028
.013
.007
.064
.049
-.049
.011
-.022
-.003 -.020
.072
-.006
.032
.017

16
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1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34

C-Poverty
C-House Value
C-Vacant Housing %
C-Less than HS Ed
C-% Minorities
C-College Ed
C-Resources
C-Social Support
C- Org Religiosity
C-Environment Safety
C-Environment Conditions
C-Collective Ethnic
F-Access Health
F-Access Gov't
F-Structure
F-Cohesion
F-Adaptability
F-Social Support
F-Income Sources
F-Shared Spirituality
F-Communication
F-Celebrations
F-Adversity Narrative
I-Locus of Control
I-Self-Esteem
I-Hope
I- Spirituality
I- Education
Health
Anxiety
Depression
Somatization
Mental Health
Substance Abuse

1
.317**
.465**
.091
.302**
.407**
.347**
.530**
.279**
-.345**
.323**
.267**
.148**
-.179**
-.124*
-.226**
-.159**
-.258**
-.172**

17

1
.013
-.049
.240**
.017
.111*
.277**
.117 *
-.081
.150**
.158**
.064
-.032
.067
.023
.046
.015
-.007

18

1
.107 *
.179**
.525**
.259**
.367**
.140**
-.363**
.272**
.139**
.087
-.183**
-.172**
-.323**
-.225**
-.303**
-.115 *

19

20

1
.115 *
1
.079 .187**
-.017 .278**
.091 .437**
.054 .192**
-.069 -.210**
.116 * .258**
.130 * .811 **
.034 .161**
.024
-.077
-.067
-.064
-.105*
-.098
-.062
-.070
-.092 -.109*
-.090
-.075

21

22

23

24

25

1
.238**
1
.374** .303**
1
.246** .189** .329**
1
-.296** -.188** -.341** -.311 **
1
.321** .190** .278** .368** -.556**
.161** .185** .413** .280** -.210**
.067
.011 .112 *
.105 * -.215**
**
-.143
-.096
-.071 -.111 * .402**
**
*
-.220
-.101
-.073 -.156** .399**
-.328** -.144** -.170** -.111 * .510**
-.265**
-.086
-.084 -.112 * .401**
**
*
-.329
-.110 -.200** -.210** .566**
**
-.186
-.098 -.104* -.109* .161**

**. Correlation is significant at the 0.01 level (2-tailed). *. Correlation is significant at the 0.05 level (2-tailed

26

1
.251**
.147**
-.360**
-.341**
-.409**
-.385**
-.399**
-.156**

27

28

1
.166**
1
-.038
-.092
-.064
-.070
-.055
-.033
-.029
-.066
-.115 * -.179**
-.120*
-.064

29

1
.536**
.488**
.628**
.513**
.235**

30
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1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34

C-Poverty
C-House Value
C-Vacant Housing %
C-Less than HS Ed
C-% Minorities
C-College Ed
C-Resources
C-Social Support
C- Org Religiosity
C-Environment Safety
C-Environment Conditions
C-Collective Ethnic
F-Access Health
F-Access Gov't
F-Structure
F-Cohesion
F-Adaptability
F-Social Support
F-Income Sources
F-Shared Spirituality
F-Communication
F-Celebrations
F-Adversity Narrative
I-Locus of Control
I-Self-Esteem
I-Hope
I- Spirituality
I- Education
Health
Anxiety
Depression
Somatization
Mental Health
Substance Abuse

1
.745**
.730**
.636**
.372**

31

1
.642**
.640**
.343**

32

1
.543**
.312**

33

1
.297 **

34

1

**.Correlation is significant at the 0.01 level (2-tailed). *. Correlation is significant at the 0.05 level (2-tailed).

The Conceptual Model
The primary aim of this investigation was to operationally define family resilience
from an ecological perspective. The second aim was to examine the indirect and direct
predictive ability of the resultant family resilience constructs on health and risks
associated with substance abuse. Aligned with the specific aims of the study, the
following hypotheses were examined in order to develop a predictive model of family
resilience:
1) Community-level resilience is positively associated with family-level
resilience.
2) Community-level resilience is positively associated with individual-level
resilience.
3) Family-level resilience is positively associated with individual-level
resilience.
4) Community-level resilience mediated by family-level resilience predicts
individual-level resilience.
5) Family-level resilience mediated by individual-level resilience is negatively
associated with symptoms of poorer health and greater risks for substance
abuse.
6) Individual-level resilience is negatively associated with symptoms of poorer
health and greater risks for substance abuse.
7) A model integrating the aforementioned hypotheses will provide a good fit for
the data.
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The conceptual model incorporating the hypotheses and the theoretically-relevant
paths is presented below in Figure 2. The model proposes that community resilience
predicts health and lower levels of risks associated with substance abuse. It is also
hypothesized that the aforementioned relationship is mediated by both family resilience
and individual resilience.

Figure 2. Hypothesized conceptual model (on the basis of (Benzies & Mychasiuk, 2009;
Bhana & Bachoo, 2011; Black & Lobo, 2008; Ungar, 2011; Walsh, 2003).

Model Estimation
As a basic rule, the examination of the relationships between variables,
covariances, and variances through linear equations still applies for this analysis (Raykov
& Marcoulides, 2006). SEM, or Structured Regression specifically, is unique in its
ability to test latent variable structures and both measurement and conceptual models
simultaneously, as well as adjust for measurement error and utilize the model to identify
measurement errors (Musil, et al., 1998). The main purpose of SEM is to explain the
“latent structure underlying a set of observed variables” expressed either mathematically
138

with a set of equations or pictorially through path diagrams and test whether a theoretical
hypothesis fits the observed data (Byrne, 2008, p. 7). In this particular study, the
hypotheses of interest were represented by structural equation models that could only be
tested using Structural Equation Modeling (SEM).
In the third stage of analyses, the statistical SEM software, EQS 6.2 (Bentler,
2006) was used to examine the internal reliability and multidimensionality of the
measurement model within the sample. The overall goal of this Confirmatory Factor
Analysis (CFA) process was to examine whether or not the measurement model was best
expressed as four factors: individual resilience, family resilience, community resilience,
and health, or simply one latent construct of resilience. In addition, in order to test the
predictive characteristics of each resilience construct, the study must first demonstrate
that the measurement model is a well-fitting, parsimonious model (Bentler, 2006; Raykov
& Marcoulides, 2006).
Several indices of model fit were used in the evaluation of the measurement
model, as well as the structural regression modeling that followed. Chi-square (χ2)
distribution assessed for the significance of fit as determined by the variance not
accounted for (Bentler, 2006). A non-significant chi-square with a probability level
greater than .05 is desired. Chi-square, however, is sensitive to larger sample sizes, and
has the potential to erroneously imply a poor model fit (Raykov & Marcoulides, 2006).
Additional goodness-of-fit indices that take a more pragmatic approach to the assessment
of model fit, therefore, were used in order to address the limitations of the chi-square test.
The non-normed fit index (NNFI) is less affected by sample size and adjusts for the
complexity of models (Bentler, 2006). NNFI values greater than 0.9 indicate acceptable
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model fit (Raykov & Marcoulides, 2006). Similar to the NNFI, the comparative fit index
(CFI) requires a value of 0.9 or greater for acceptable model fit and behaves consistently
across estimation methods (Raykov & Marcoulides, 2006). The last fit index considered
in this study, was the root mean square error of approximation (RMSEA) and the
RMSEA confidence interval. The RMSEA, an absolute fit index, evaluates the error
approximation of the model or the quality of its specification in the population (Byrne,
2008). The 90% confidence interval around RMSEA values assesses how well the model
would fit in the larger population if population parameter values were known (Byrne,
2008). A narrow confidence interval with the lower confidence interval less than .06
reflects a good degree of precision model fit in the population with 90% confidence.
Models with an RMSEA value less than .06 are considered well-specified and goodfitting models (Byrne, 2008; Hu & Bentler, 1999). Taken together the diversity of fit
indices reported provided a good sense of how well each of the tested models fit the data.

Confirmatory Factor Analyses
Model 1: One-Factor Model
Although given its ecological underpinnings, family resilience research has
historically defined and tested the concept of family resilience as being ecologically
unidimensional in nature (Black & Lobo, 2008; Gardner, et al., 2008; Seccombe, 2002).
To address this issue of unidimensionality, an initial CFA was conducted assessing the 21
health and individual, family, and community resilience variables as indicators of the
factors comprising the family resilience model of behavioral health (See Table 9). The
overall fit of this model was poor suggesting that a respecified model representing the
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phenomena of family resilience and health was needed [χ2(189)=1570.78 (p<0.001),
NNFI=.398, CFI=.458, RMSEA=.139 (90% CI= .133, .145)] (Figure 3).

Figure 3. Model 1: One-factor measurement model.

Model 2: One-Factor Nested Model
Another valuable feature of the EQS software program is its ability to determine
misfitting parameters by means of the Lagrange Multiplier (LM) Test (Byrne, 2008). The
LM test identifies both univariately and multivariately misspecified parameters that
would contribute to a significant drop in χ2 and improve overall model fit if respecified
(Byrne, 2008). Furthermore, the evaluation of nest models must begin with a properly
fitting base or measurement model (Kline, 2011). The LM Test revealed 10 error
covariances that if added would improve the overall fit of model 1. Error covariances can
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best be explained as systematic rather than random variance across two measures that are
not completely explained by the latent construct (Hoyle, 2012). Salient error covariances
often occur when multiple item questionnaires are involved and parameters either reflect
a) small omitted factors characteristic of the items, b) bias such as social desirability, or
c) a high degree of overlap in item content due to items either being subscales of the
same instrument or essentially representing a similar concept (Byrne, 2008; Hoyle, 2012).
Bentler and Chou (1987) encouraged correlating large error terms in structural modeling
with real data. In any case, the respecification of a model that includes covaried errors
must be supported by a strong substantive and/or empirical justification.
Based upon either a high degree of overlap in item content and items representing
a similar concept or items being subscales of the same instrument the following error
covariances were added to create the nested Model 2: 1) an error covariance between the
two measures of Quality of Environment, (Safety and Conditions), as both examine
aspects of perceived community safety, one measure directly asking about feelings of
safety and the other inquiring about certain community characteristics and conditions that
would decrease feelings of safety 2) three error covariances among the different measures
of religion and spirituality, (Organizational Religiosity, Family Spirituality, and
Individual Spirituality) as they all measured a similar construct of spirituality and religion
and therefore produced related measurement error, 3) one error covariance between the
Family Adversity Narrative variable, which describes a shared sense of power and
strength in the face of adversity, and the Family Spirituality variable, which according to
Walsh’s (2003) theory, spirituality is one process by which family’s construct meaning
from adversity, and therefore are intrinsically related, 4) similarly, one error covariance
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between the Family Adversity Narrative and Individual Spirituality variables, 5) three
error covariances among the Brief Symptom Inventory’s Anxiety, Depression, and
Somatization subscales, as all three items came from the BSI and it was theorized that
each produced related measurement error due to the instrument format, and 6) one error
covariance between the Health variable, representing physical and perceived health, and
the Somatization mental health variable, as the self-report measure of health was
theorized to be related to the physical symptoms associated with the level of
somatization. The addition of the aforementioned error covariances noticeably improved
the overall fit of this model but was still poor, again suggesting that perhaps a one-factor
conceptualization of the phenomena of family resilience and health was flawed.
[χ2(179)=654.53 (p<0.001), NNFI=.781, CFI=.813, RMSEA=.084 (90% CI= .077, .091)]
(Figure 4).

Figure 4. Model 2: One-factor nested measurement model with error covariances.
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Model 3: Two-Factor Covaried Model
Given the improved fit of Model 2 and most of the variables significantly loading
onto a common factor, the next step in the model fitting process was to add the two-factor
constraint to the base model. More specifically, both family resilience and health were
represented as separate yet correlated constructs. Maintaining the additions of the error
covariances within the base model, the two-factor model proved to be a poor-fitting
model as well (See Figure 5). Although improved, the following robust goodness- of-fit
indices revealed that a two-factor model was inadequate in replicating the underlying
covariance matrix, yet, due to the improved model fit indices, appeared to be more
representative than the previous one-factor models examined: χ2(178)=503.52 (p<0.001),
NNFI=.849, CFI=.872, RMSEA=.070 (90% CI= .062, .07.

Note. Error covariances were not illustrated in this figure.

Figure 5. Model 3: Two-factor covaried measurement model.
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Model 4: Four-Factor Covaried Model
Aligned with the family resilience literature creating the framework for this study,
the next step was the creation of separate but correlated individual, family, and
community resilience constructs (See Figure 6). This model improved the robust
goodness of fit indices and appeared to be a well-fitting model [χ2(173)=375.26 (p<0.001),
NNFI=.904, CFI=.921, RMSEA=.056 (90% CI= .048, .063)], however, in the
examination of the iterative summary on the EQS output, the default value of iterations
was exceeded in the attempt to fit the model, resulting in nonconvergence. Simply put,
nonconvergence occurs when the model fitting process cannot find a minimum fit
function often due to misspecification of the model (Byrne, 2008; Chen, Bollen, Paxton,
Curran, & Kirby, 2001). Given the nonconvergence, the output findings, including the
goodness-of-fit indices, could not be deemed reliable, and additional model specification
was needed. The EQS output also revealed that none of the community resilience variable
indicators loaded significantly upon the community resilience factor. While we must be
careful interpreting these finding due to nonconvergence, they potentially indicated that
the community latent factor could be the culprit of the nonconvergence. In other words,
we interpreted this nonconvergence as an indication that the community resilience factor
was misspecified as one factor and might fit better as two factors.
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Note. Error covariances were not illustrated in this figure.

Figure 6. Model 4: Four-factor covaried measurement model.

Model 5: Five-Factor Covaried Model
Looking closely at the community resilience construct, based upon the items
representing the variables in the survey questionnaire, the integrated family resilience
framework of this study, and the goodness-of-fit indices of Model 4, it appeared that
three variables, Community Social Support, Quality of Environment- Safety, and Quality
of Environment-Conditions, were more exosystemic in nature, representing residents’
perceptions of their local communities. The two variables, Collective Ethnic Identity and
Organizational Religiosity, however, related more to a larger, macrosystemic construct,
characterized by collective identities and feelings of belongingness to a larger, more
global community (Joshi, et al., 2009; Ungar, 2011). Therefore, the community factor
was divided into a community perception factor and a collective community identity
factor (See Figure 7). This constraint significantly improved the fit of the model
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[χ2(169)=348.53 (p<0.001), NNFI=.912, CFI=.930, RMSEA=.053 (90% CI= .045, .061)]
and therefore we argue that this model is the most appropriate and tenable explanation for
the underlying latent structure of the data.

Note. Error covariances were not illustrated in this figure.

Figure 7. Model 5: Five-factor covaried measurement model.

The following summarizes the CFA model fitting process in the establishment of
a well-fitting measurement model (See Table 11).
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Table 11
Confirmatory factor analyses model fit summary.
χ2

df

NNFI

CFI

RMSEA

1- One-Factor Model

1570.784

189

.398

.458

.139 (.133, .145)

2- One-Factor Nested Model
3- Two-Factor Covaried
Model
4- Four-Factor Covaried
Model*
5- Five Factor Covaried
Model

654.535

179

.781

.813

.084 (.077, .091)

503.526

178

.849

.872

.070 (.062, .077)

375.261

173

.904

.921

.056 (.048, .063)

348.528

169

.912

.930

.053 (.045, .061)

Model

*Nonconvergent model

Structural Regression Analyses
With model 5 as the most parsimonious and tenable latent structure within the
data, the analysis of the structural regression models were able to proceed. The key
difference between structural regression and CFA is the ability to examine the direction
of relationships between constructs, and for the purposes of this study, test the hypotheses
comprising the conceptual model (Raykov & Marcoulides, 2006). However, the same
robust goodness-of-fit indices are used in determining whether the structural regression
models are well-fitting. To facilitate the interpretation of findings, the following
describes the initial fit of each of the three hypothesized structural regression family
resilience models of behavioral health. Parameter estimates and correlation matrices were
used to test individual hypotheses and also provide additional information with regard to
relationships among the study variables.
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Model 6: Direct Family Resilience Model of Behavioral Health
The first hypothesized structural regression model is presented in Figure 8. This
model, similar to the conceptual model, hypothesized that high levels of community
resilience, family resilience, and individual resilience were correlated and each directly
predicted higher levels of health and lower levels of risks associated with substance
abuse. Higher levels of health also predicted lower risks for substance abuse. The robust
goodness-of-fit indices indicated that Model 6 provided a good fit for the data
[χ2(185)=367.73 (p<0.001), NNFI=.911, CFI=.929, RMSEA=.051 (90% CI= .043, .059)],
however, the generated model output suggested the need for further model specifications.
In examining the standardized measurement and construct equations, individual resilience
was the only resilience factor that had marked explanatory power in predicting health,
and health the only factor significantly predicting substance abuse risk. Although
presenting statistically significant standardized solutions, it appeared that the community
resilience and family resilience factor loadings onto health were significant because of
their correlations with individual resilience. In much the same way, the statistically
significant factor loadings from each of the resilience factors onto substance abuse risk
were significant because of their health-mediated predictive relationships. The generated
findings regarding the covariances among independent variables were also noteworthy as
the only significant correlations among factors found were between the perception
community resilience and individual resilience factors and the family resilience and
individual resilience factors. These findings support the proposed examination of a
higher-order, indirect model given the originally stated hypotheses.
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.

Note. Error covariances were not illustrated in this figure.

Figure 8. Model 6: Direct family resilience model of behavioral health.

Model 7: Indirect Mediated Family Resilience Model of Behavioral
Health
Given hypotheses four, five, and six describing mediated relationships among
resilience constructs, an indirect model illustrating a higher order among the factors was
proposed with the perception community resilience factor predicting collective
community resilience, collective community resilience predicting family resilience,
family resilience predicting individual resilience, individual resilience predicting health,
and health predicting substance abuse risk (See Figure 9). The significant relationship
between the perception community resilience and individual resilience factors discovered
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in the testing of Model 6 also suggested the possibility of a predictive relationship
between these factors as well. This model aligns most with the theorized relationships
among factors as supported by the literature review. Model 7 also proved to be a wellfitting model for the data [χ2(194)=375.64 (p<0.001), NNFI=.918, CFI=.929,
RMSEA=.050 (90% CI= .042, .057)]. Each of the hypothesized predictive relationships
between factors was found to be significant.
In order to verify whether or not this model with fewer freed parameters provided
a significantly better fit than Model 6, a chi square difference (χ2diff) test was facilitated.
The χ2diff test was calculated as follows:

Table 12
Chi-Square difference test between model 6 and model 7.

Model 6- Direct Model
Model 7- Indirect Mediated
Model
2
χ difference (Δχ2)

df

χ2

185

367.726

194

375.638

9

7.912

The assessment of chi-square change requires a 3.84 chi square distribution for every
one-degree of freedom for the chi-square difference to be significant (Raykov &
Marcoulides, 2006). This model had a .879 chi square distribution change for every one
degree of freedom, a non-significant chi square difference. This difference suggested the
models were close, and by creating a higher order and predictive factor structure, model
fit was improved allowing for the changes to be retained.
Given the results of the chi-square difference test between Model 6 and Model 7,
we concluded that Model 7 was the more parsimonious of the two structural regression
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models and represented the final model. Path coefficients in model 7 suggest noteworthy
relationships among community, family, and individual resilience and behavioral health
outcomes. Different from the conceptual model, model 6 and model 7 revealed that both
community and family resilience had very little direct relationship to behavioral health
outcomes. The relationship between community resilience and behavioral health
outcomes, for the most part, was found to be indirect through both family and individual
resilience. Similarly, the relationship between family resilience and behavioral health
outcomes was indirect as well and mediated by individual resilience. Although, a strong
positive relationship was found between individual resilience and health, the relationship
between individual resilience and risks associated with substance abuse was also an
indirect relationship mediated by health. This finding supports the body of research that
describes self-medicating behaviors among low-income ethnic minority families
challenged by mental and physical illness (Danziger, et al., 1999; HHS, 2003; SAMHSA,
2011b).
It is important to note, however, the role of community within the model; firstly,
the direct positive relationship between perceptions of one’s community and individual
resilience, and secondly the strong positive relationship between collective identities and
family resilience. Positive perceptions of one’s community were also directly related to a
greater sense of collective community identity, suggesting that a sense of both safety and
social support within one’s community are important in one’s sense of belongingness and
identification with the larger community. Overall, with regard to the impact of
community resilience, the conclusion is that when tempered by family and individual
resilience, community resilience is a potent determinant of behavioral health.
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Note. Error covariances were not illustrated in this figure.

Figure 9. Model 7: Indirect mediated family resilience model of behavioral health.

The following Table 13 summarizes the structural regression model fitting
process in the establishment of a well-fitting family resilience model of behavioral health:

Table 13
Structural regression analyses model fit summary.
Model
6

7

Direct Model
All Resilience Factors Covaried and Predicting
Health and Substance Abuse Risk
Indirect Mediated Model
CommPercep→CollectComm →FamResil→
CommPercep, FamResil→IndvResil→Health→
Substance Abuse Risk
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Model Fit
2
χ =367.726(185),
NNFI = .91, CFI = 0.93,
RMSEA =0.051(0.430.059)

Δχ2

χ2 =375.638(194),
NNFI = .92, CFI = 0.93,
RMSEA =0.050(0.420.057)

.879(1),
p > 0.05

Findings of Hypotheses
Hypothesis 1 and 2
Hypothesis one predicted that community-level resilience would be positively associated
with family-level resilience. Results from the structural regression Model 7 revealed that
positive perceptions of community through strong collective community identities
positively predicted higher family resilience (β=.577, B=.121, SE=.021, p < .05) and
greater collective community identities strongly predicted higher levels of family
resilience (β=.938, B=.542, SE=.216, p < .05).

Hypotheses 3
Hypothesis three predicted that family-level resilience would be positively associated
with individual-level resilience. The final structural regression model also supported this
hypothesis with high levels of family resilience predicting higher individual resilience
((β=.566, B=.451, SE=.090, p < .05).

Hypothesis 4
The fourth hypothesis for this study predicted that community-level resilience when
mediated by family-level resilience would predict individual-level resilience. The final
structural regression model not only supported this hypothesis with collective community
identities significantly predicting individual resilience through family resilience
(β=.531, B=.244, SE=.009, p < .05), but also found a significant direct and predictive
relationship, although not a strong one, between perceptions of community and individual
resilience (β=.187, B=.031, SE=.012, p < .05).
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Hypothesis 5 and 6
Hypotheses five and six predicted that both family and individual-level resilience would
be negatively associated with symptoms of lowered health and risks for substance abuse.
Model 7 illustrated that higher family resilience through individual resilience predicted
increased health (β= -.405, B= -2.987, SE=.118, p < .05), and higher family resilience
through both individual resilience and health predicted lower risks associated with
substance abuse (β= -.161, B= -.026, SE=.000, p < .05). Similarly, individual resilience
predicted increased overall health (β= -.715, B= -6.624, SE=1.314, p < .05), and through
increased health was negatively predicted higher risks associated with substance abuse
(β=.284, B=.060, SE=.001, p < .05).

Hypothesis 7
Finally, in reference to the final structural regression model, hypothesis seven predicted
that a model integrating the aforementioned hypotheses would provide a good fit for the
data. Consistent with the literature reviewed examining community resilience, family
resilience, individual resilience, and the final behavioral health outcomes, health and
substance abuse risks, robust goodness-of-fit indices for Model 7 confirmed our final
hypothesis and the resulting structural regression model provided a good fit for the data
[χ2 (194)=375.64 (p<0.001), NNFI=.918, CFI=.929, RMSEA=.050 (90% CI= .042, .057)].
In the establishment of Model 7, the model-fitting processes supports the
conceptualization of family resilience among low-income families as a multidimensional
concept comprised of protective factors across four distinct and interdependent socioecological constructs in contrast to a one-factor conceptualization occurring only at the
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family level(Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black & Lobo, 2008;
Seccombe, 2002; Ungar, 2011; Walsh, 2003). In other words, for families living with
poverty as a chronic stressor, family resilience is built by promoting resilience factors at
community, family, and individual levels. With regard to behavioral health outcomes,
however, both community and family resilience failed to significantly predict health and
risks associated with substance abuse outcomes among low-income families. The final
linear, meditational model suggests that community and family level determinants of
resilience are influential, but not necessarily the key determinants that predict increased
health and lower risks for substance abuse among low-income families.

Supplementary Analyses
Although not the focus of this study, differences among ethnic and age groups, as
well as the observed communities on community, family, and individual resilience
factors, health, and substance abuse risk were of interest for the purpose of future
hypotheses generation. Analyses of variance (ANOVA) omnibus tests were performed to
assess for the presence of significant mean differences, along with Tukey HSD post hoc
comparison tests to further identify specific between group differences when omnibus
tests yielded significant results. Presented below is a discussion of tentative hypotheses
regarding differences among groups, as well as highlights from the omnibus tests
performed.

Community Resilience Findings
Among low-income families, community factors that contribute to the growth and
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resilience of individual members and families have been found to benefit a diversity of
impoverished families (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black &
Lobo, 2008; Seccombe, 2002; Ungar, 2011; Walsh, 2003). Ethnic minority families,
however, given the added challenges of discrimination, pressures associated with cultural
assimilation, and increased community crime rates, have historically relied heavily upon
their faith-based organizations, sense of ethnic pride and belongingness, as well as the
support of kinship networks to mitigate community and societal challenges (Caldwell, et
al., 1992; Corcoran, et al., 2004). Although no difference among ethnicities would be
expected in how the safety and characteristics of their communities were perceived,
differences with regard to levels of religious engagement, social support, and
identification with one’s ethnic group were expected, particularly among African
American and Hispanic families (Caldwell, et al., 1992; Lin, et al., 2009; Radey, 2008;
Taylor, et al., 2008). An ANOVA omnibus test actually supported our tentative
hypotheses, revealing significant differences among ethnicities in both organizational
religiosity and collective ethnic identity (see Table 14). Post hoc comparisons examining
organizational religiosity (F (5,373)=3.69, p=.003) indicated that Caucasian respondents
reported significantly less organizational religiosity engagement and importance than
African American respondents. Caucasian respondents also differed significantly in their
collective ethnic identity (F (5,373)=6.84, p=.000), reporting less identification with their
ethnicity than African American, Asian, and “Other” respondents who described their
ethnicities as Arabian, Black/Central American, Creole, Samoan, and Pacific Islander. It
was surprising to find no significant differences with regard to social support, however,
as Caucasian families tend to exhibit a more individualistic approach to parenting in
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contrast to the communal approach valued by other ethnic groups (Shook, Jones,
Forehand, Dorsey, & Brody, 2010). Although not significant, however, Caucasian
families did have one of the two lowest mean scores on social support, the other being
American Indian/ Alaskan Native families who, although historically noted as having
strong collective and cooperative social networks within their communities (Harrison,
Wilson, Pine, Chan, & Buriel, 1990), may experience less community connection and
support from public housing communities in which they typically represent a small
minority. In consideration of the larger societal distrust and historical cultural onslaught
endured for centuries by American Indian/Alaskan Native families this makes conceptual
sense (Garrett & Pichette, 2000).
Of interest to this study were also differences among observed communities and
differences in resilience factors at the community level. Significantly more community
social support (F (13,365)=2.47, p=.003) was ironically found in Snowline, the
community with the least number of community resources (MapQuest Inc., n.d.), than
both Apple Valley and Barstow communities. Sociologists, however, have given
considerable attention to the strengths of smaller communities, highlighting primarily the
increased social relations and community integration found among families (Greider &
Krannich, 1985). Interestingly enough, the urbanization of smaller communities as a
result of rapid growth tends to simultaneously create a deterioration of the importance of
neighboring as a source of informal social support and primary interaction (Greider &
Krannich, 1985), ironically creating more resources for families but diminishing social
interaction. Significantly more unsafe and disorganized community conditions (F
(13,365)=4.45, p=.000) were found in Barstow, a community with almost 20% of
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residents living at or below the federal poverty level and the lowest median house value
of all the observed communities, than in the Fontana, Redlands, and Victor Valley
communities, (U.S. Census Bureau, 2010a). The community of San Bernardino also
reported significantly more unsafe and disorganized community conditions than Fontana
and Victor Valley communities. Although having a larger population density and more
community resources than the Barstow community, of the 15 communities examined San
Bernardino had the second lowest community median household income, as well as the
highest rate of families living at or below the federal poverty level (U.S. Census Bureau,
2010a). In the Chaffey community, residents reported significantly stronger collective
community identities (F (13,365)=2.35, p=.005) than both Fontana and Upland
community residents. This finding is also interesting and difficult to conceptually justify,
as comparatively, the Chaffey community had a larger percentage of ethnic minorities
than Fontana but less than Upland. Chino Valley community residents reported
significantly more organizational religiosity engagement and importance
(F(13,365)=2.15, p= .011) than the Colton community. This finding was also a difficult
one to rationalize as Chino Valley had less faith-based organizations within its
community than Colton. With regard to both of these collective community identity
resilience factors, perhaps a more substantive reason for these differences is associated
with the quality of these phenomena rather than quantity. Although a significant mean
difference among communities was found in how residents perceived the safety of their
communities (F (13,365)=3.02, p=.000), the Tukey HSD post hoc test, which is more
conservative and sensitive to pairwise differences, was unable to reveal where the
significant differences lay.
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No significant differences in community resilience were found among age groups,
although, it was originally assumed that senior residents, who most often reside alone in
public housing communities, would experience significantly less social support and
feelings of safety than their residential counterparts. Findings from the post hoc tests,
although not significant, revealed the opposite was true, in that seniors had the highest
mean for social support, and in comparison, perceived their communities as the most
safe.

Table 14
Descriptive statistics and ANOVA results for community resilience factors and
background demographics.

Org Relig**
M (SD)

Community Resilience Factors
Collective
Community
Ethnic
Social
Identity
Support
M (SD)
M (SD)

Environment
Conditions***

Environment
Safety

M (SD)

M (SD)

Ethnicities

F(5,372)=3.66
p=.003*

F(5,372)=7.24
p=.000*

F(5,372)=1.67
p=.142

F(5,372)=1.30
p=.261

F(5,372)=.376
p=.865

Caucasian

12.10 (4.22)*

27.91 (6.64)*

34.98 (7.12)

7.61 (2.63)

9.12 (3.57)

African
American

9.45 (3.71)*

33.10 (7.12)*

36.80 (6.72)

7.41 (2.45)

9.10 (3.35)

Asian

9.00 (4.08)

38.00 (6.40)*

43.25 (10.78)

7.02 (1.69)

10.00 (3.91)

Other

10.01 (5.05)

35.50 (4.22)*

38.26 (3.53)

8.69 (2.44)

8.90 (2.72)

10.81 (4.71)

30.78 (7.11)

36.81 (6.15)

7.58 (2.33)

9.56 (3.45)

9.75 (6.02)

26.46 (4.17)

34.78 (9.64)

5.94 (2.25)

10.00 (2.83)

Snowline

F(13,365)=
2.15 p=.011*
10.50 (9.19)

F(13,365)=
2.35 p=.005*
36.50 (7.78)

F(13,365)=
2.47 p=.003*
50.50 (6.36)*

F(13,365)=
4.45 p=.000*
4.24 (0.33)

F(13,365)=
3.02 p=.000*
15.00 (0.00)

Apple Valley

11.00 (4.00)

33.02 (3.23)

32.22 (7.05)*

7.60 (1.98)

9.11 (3.18)

Barstow

11.32 (1.89)

30.70 (11.19)

31.57 (7.78)*

9.66 (2.18)*

7.85 (4.77)

Fontana

10.07 (4.83)

26.29 (8.45)*

37.39 (7.31)

5.74 (1.52)*

10.40 (3.38)

Redlands

10.47 (4.41)

34.25 (6.39)

38.27 (6.75)

6.18 (2.89)*

11.09 (3.39)

Hispanic
American
Indian/
Alaskan
Native
Communities
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Org Relig**

Community Resilience Factors
Collective
Community
Ethnic
Social
Identity
Support

Environment
Conditions***

Environment
Safety

Victor
Valley

9.84 (4.08)

33.24 (6.66)

38.65 (6.30)

6.55 (2.37)*

10.26 (2.79)

San
Bernardino

9.68 (4.00)

31.77 (7.32)

35.90 (6.19)

8.25 (2.34)*

8.29 (3.35)

Chaffey

11.48 (4.82)

35.28 (6.52)*

38.46 (8.10)

6.73 (2.37)

10.43 (3.12)

Upland

5.75 (1.50)

22.00 (8.48)*

36.79 (8.07)

Chino
Valley

5.71 (1.98)*

32.34 (5.47)

35.29 (3.04)

6.63 (2.40)

9.00 (3.16)

Colton

11.84 (4.86)*

30.29 (6.83)

36.54 (6.57)

7.06 (2.28)

9.67 (3.09)

9.54 (4.65)

34.61 (6.92)

39.07 (7.05)

6.51 (2.05)

10.31 (3.47)

Rialto

11.33 (3.88)

32.87 (5.53)

37.99 (5.88)

7.21 (2.41)

10.00 (2.89)

YucaipaCalimesa

8.00 (3.46)

32.67 (5.77)

36.00 (3.46)

6.96 (0.59)

10.00 (4.58)

21-24

F(4,309)=2.27
p=.062
10.40 (4.33)

F(4,309)=.88,
p=.478
32.10 (6.08)

F(4,309)=.85,
p=.496
35.70 (6.10)

F(4,309)=.91,
p=.457
7.97 (2.72)

F(4,309)=.30,
p=.876
8.87 (3.49)

25-34

10.56 (4.10)

31.41 (7.71)

36.84 (6.35)

7.39 (2.45)

9.19 (3.42)

35-49

9.51 (4.09)

33.15 (6.96)

36.83 (7.07)

7.51 (2.52)

9.25 (3.47)

50-61

9.14 (4.52)

32.00 (7.24)

37.91 (7.20)

8.29 (2.47)

9.72 (3.66)

62 and up

13. 02 (4.71)

31.25 (6.88)

39.51 (6.87)

7.70 (2.45)

10.00 (4.53)

Hesperia

Age

9.50 (1.00)

*Mean Difference is significant at the 0.05 level (one-sided test).
**Higher scores indicate less organizational religiosity.
***Higher scores indicate more unsafe community conditions.

Family Resilience Findings
Significant mean differences among ethnicities and communities were also found
within resilience factors at the family level (see Table 15). American Indian and Alaskan
Native families reported significantly less family cohesion (F (5,373)=3.35, p=.006) than
all of the other ethnic groups surveyed, including Caucasian, African American,
Hispanic, Asian, and “Other” families. As previously mentioned, strong ties and strongly
held cultural traditions within American Indian families have historically been noted in
family science literature (Garrett & Pichette, 2000). In addition to that American
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Indian/Alaskan Native families reported the lowest level of social support within the
family, as well as collaborative communication, both being likely associated with the
issue of decreased family cohesion. On the opposite end, Asian families, often exhibiting
a more collectivistic worldview of family (Yeh, Inman, Kim, & Okubo, 2006), reported
significantly more social support (F (5,373)=2.99, p=.012) within their families than
African American and American Indian/Alaskan Native families. African American
families, however, did report significantly more shared family spirituality (F
(5,373)=8.01, p=.000) than their Caucasian and Hispanic residential counterparts. Many
studies, particularly among low-income African American families, have highlighted the
importance of the family’s spirituality to positive health behaviors and their collective
sense of purpose (Rew, et al., 2004; Trivette, et al., 1990). It is important to note,
however, that Asian families reported the highest level of shared family spirituality.
Related to a family’s sense of family purpose, a significant mean difference among
ethnicities was also found in families’ adversity narratives (F (5,373)=2.60, p=.025).
Although a Tukey HSD post hoc test was again unable to reveal where the significant
differences lay, Asian and African American families reported greater confidences in
their families’ abilities to overcome adversity. In light of the findings regarding family
cohesion and shared spirituality, it would appear that both collectivist and shared
spirituality support families in this empowered shared belief system.
Among the San Bernardino County communities, significant mean differences
were also found with regard to family cohesion (F (13, 365)=2.16, p=.011) and family
social support (F (13,365)=2.47, p=.003). Snowline, the community having significantly
more community social support, reported the most family cohesion and family social

162

support, although post hoc comparison tests did not identify these differences as
significant. These findings regarding the Snowline community, however, support the
final structural regression model and the predictive relationship found between
community and family resilience.
Although no significant differences in family resilience were found among the
observed age groups, some aspects of these findings were worth noting. Of particular
importance were the lived experiences of seniors in public housing. Once again in
contrast to the earlier assumption of isolation among seniors in public housing, seniors
reported more family social support and shared spirituality. It appears that although
mostly living alone in densely populated communities, seniors appear to maintain strong
connections with their families, as well as have the ability to create and maintain strong
relationships in their communities. These differences may speak to unique values and
belief systems or the benefits of concentrated senior housing communities and senior
areas within public housing communities. Either way, these findings support the need for
further examination of community and family resilience phenomena among low-income
seniors.
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Table 15
Descriptive statistics and ANOVA results for family resilience factors and background
demographics.
Family Resilience Factors
Family
Cohesion

Family
Social
Support

Shared
Spirituality

M (SD)

M (SD)

M (SD)

Ethnicities

F(5,372)=
3.36
p=.006*

F(5,372)=
3.20
p=.008*

American
Indian/
Alaskan
Native

23.10
(11.31)*

Caucasian

Collab.
Commun.

Adversity
Narrative

Celebrations

M (SD)

M (SD)

M (SD)

F(5,372)=
8.25
p=.000*

F(5,372)=
2.11
p=.064

F(5,372)=
2.55
p=.027*

F(5,372)=
1.41
p=.220

18.75 (4.27)*

3.21 (1.17)

27.50 (8.27)

24.50(12.04)

23.50 (5.20)

35.84
(7.29)*

21.67 (4.00)

3.21 (1.17)*

30.51 (5.62)

29.65 (6.64)

19.70 (6.43)

African
American

35.63
(7.55)*

21.33 (3.68)*

3.97 (.93)*

30.96 (5.49)

32.02 (6.04)

21.53 (5.75)

Hispanic

36.01
(7.40)*

22.16 (3.68)

3.30 (1.13)*

32.01 (4.66)

30.62 (5.78)

21.46 (5.67)

Asian

26.60
(2.70)*

26.60 (2.70)*

4.22 (0.76)

36.75 (2.87)

33.75 (4.19)

16.50 (6.61)

Other

38.49
(4.49)*

21.97 (3.51)

3.78 (1.13)

30.11 (5.18)

31.55 (6.83)

21.39 (4.77)

Communities

F(13,365)
=2.16
p=.011*

F(13,365)=
2.47
p=.003*

F(13,365)=
1.56
p=.095

F(13,365)=
1.42
p=.146

F(13,365)=
1.04
p=.409

F(13,365)=
1.61
p=.080

Snowline

44.50
(7.78)

26.00 (.00)

4.50 (0.71)

31.00 (4.24)

36.50 (4.95)

25.50 (2.12)

Apple Valley

32.60
(7.29)

20.33 (1.94)

3.53 (1.01)

31.11 (4.25)

30.54 (3.43)

19.62 (7.05)

Barstow

35.68
(8.93)

20.99 (5.64)

3.08 (0.61)

28.30 (7.44)

27.60 (9.37)

20.35 (5.27)

Fontana

37.44
(6.16)

21.47 (3.09)

3.66 (1.12)

29.00 (4.96)

31.00 (7.77)

17.40 (7.65)

Redlands

38.58
(8.14)

24.53 (3.38)

3.73 (1.03)

32.54 (6.30)

32.16 (5.15)

23.36 (3.14)

Victor
Valley

38.57
(5.11)

22.92 (3.51)

3.96 (1.11)

32.97 (4.95)

33.05 (4.55)

22.75 (3.86)

San
Bernardino

34.93
(7.54)

20.96 (3.90)

3.69 (1.11)

30.54 (5.66)

31.12 (6.58)

21.40 (5.96)
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Family Resilience Factors
Family
Cohesion

Family
Social
Support

Shared
Spirituality

Chaffey

39.27
(6.74)

23.38 (3.09)

3.66 (1.12)

Upland

34.25
(4.65)

21.72 (3.37)

Chino
Valley

34.57
(8.66)

Colton

Collab.
Commun.

Adversity
Narrative

Celebrations

32.11 (4.77)

31.73 (6.85)

21.33 (5.03)

4.40 (0.55)

29.75 (0.96)

30.75 (4.19)

18.33 (8.62)

21.57 (2.37)

3.98 (1.00)

30.86 (3.02)

29.71 (6.24)

24.57 (1.72)

33.03
(8.99)

21.95 (3.87)

3.25 (1.08)

31.57 (4.95)

29.61 (5.58)

19.55 (6.85)

Hesperia

39.91
(6.41)

23.85 (4.02)

4.31 (0.91)

34.08 (3.90)

33.30 (4.55)

22.92 (5.19)

Rialto

35.32
(7.42)

21.19 (2.81)

3.66 (0.92)

31.69 (4.88)

32.04 (5.67)

20.85 (5.61)

YucaipaCalimesa

34.67
(2.08)

22.67 (4.51)

4.07 (1.19)

32.00 (1.73)

29.33 (2.89)

18.33 (8.62)

F(4,309)=
1.55
p=.188

F(4,309)=
.69
p=.602

F(4,309)=
.25
p=.910

F(4,309)=
1.77
p=.135

F(4,309)=
1.01
p=.403

20.90 (4.40)

3.46 (1.22)

31.35 (6.53)

30.82 (7.27)

23.00 (5.00)

21.65 (3.77)

3.59 (1.08)

31.17 (5.48)

31.95 (5.86)

21.56 (5.46)

Age
21-24
25-34

F(4,309)=
1.27
p=.281
34.75
(7.69)
36.86
(7.57)

35-49

36.48
(6.45)

21.95 (3.66)

3.78 (1.04)

31.28 (5.24)

31.89 (5.57)

21.11 (6.10)

50-61

34.00
(8.22)

22.26 (3.72)

3.62 (1.24)

31.67 (3.74)

28.70 (6.24)

21.48 (6.90)

62 and up

34.48
(8.22)

24.37 (2.82)

3.64 (1.09)

33.00 (5.48)

31.53 (3.47)

19.00 (5.21)

*Mean Difference is significant at the 0.05 level (one-sided test).

Individual Resilience Findings
In examining individual-level resilience factors across ethnicities, a few
significant differences were identified. Based upon the literature, it was assumed that
spirituality, hope, education, and self-esteem would differ based upon these
characteristics’ strong associations with organizational religiosity and shared family
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spirituality (Ball, et al., 2003; Joshi, et al., 2009; Lillard & Price, 2007; van Olphen, et al.,
2003). Only a few were noted, however, but the outcomes, for the most part, were similar
to assumptions based upon a priori knowledge. Family research has highlighted the
increased self-esteem of low-income African Americans and its foundation in increased
spirituality and strong collective ethnic identities (Ball, et al., 2003; Bradley, et al., 2005).
Although post hoc comparison tests were unable to identify where the significant
difference(s) lay among ethnic groups (F (5,373)=2.54, p=.028), further examination of
the means revealed that African American and Asian respondents, the ethnic groups with
the greatest religiosity engagement, did indeed exhibit the highest levels of self-esteem.
Given the scoring on self-esteem, it was of no surprise to find that African American
respondents also reported significantly higher individual spirituality (F (5,373)=8.16,
p=.000) than both Caucasian and Hispanic residents surveyed. A factor promoting
individual resilience that was not previously assumed, however, was related to education.
Firstly, respondents who identified themselves as “Other” had the highest mean for
education, most completing between a high school and associates degree levels of
education. “Other” respondents completed significantly more levels of education (F
(5,373)=2.73, p=.019) than Hispanic respondents. It was previously assumed, however,
that Caucasian residents, would have scored significantly higher levels of education than
the other ethnic groups given literature examining access to education and lack of
representation of ethnic minorities among many institutions of higher education
(KewalRamani, 2007). This was not the case, however, for the low-income families
observed in this study.
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A significant mean difference in education (F (4,309)=3.29, p=.012) was also
present among the various age groups. Although, post hoc tests, again were unable to
determine where the difference(s) lay, levels of education were still extremely low with
the average resident completing high school and senior residents having the lowest level
of education completed.
Hope was the only individual resilience factor of the model of behavioral health
in which significant mean differences were found among the San Bernardino County
communities (F (13, 365)=2.68, p=.001). This difference, however, is important to
address as hope is vital to the maintenance of mental health and buffering against stress
(Horton & Wallander, 2001; Mednick, et al., 2007). The African American poet,
Langston Hughes (Hughes, 1994), said it well when he picturesquely described the
presence of hopelessness in one’s life as a “broken-winged bird that cannot fly.” The
Barstow community, a community previously described by one member of the HACSB
staff as one of the most isolated and lacking communities (personal communication,
December 17, 2012), reported significantly less hope and optimism than the Chaffey,
Rialto, and Victor Valley communities. Although, not significant, the Barstow
community also scored the lowest with regard to individual self-esteem (see Table 16).
Based upon these findings, it would appear that the Barstow community would greatly
benefit from mental health services and “in-reach” efforts provided by local community
organizations.
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Table 16
Descriptive statistics and ANOVA results for individual resilience factors and
background demographics.
Individual Resilience Factors
Individual
Spirituality

Education

Hope

Locus of
Control

Self-Esteem**

M (SD)

M (SD)

M (SD)

M (SD)

M (SD)

Ethnicities

F(5,372)=
8.24,
p=.000*

F(5,372)=
2.74,
p=.019*

F(5,372)=
2.22,
p=.051

F(5,372)=
1.00,
p=.416

F(5,372)=
2.66,
p=.022*

Caucasian

3.45 (1.07)*

4.19 (1.16)

25.79 (8.23)

14.09 (2.19)

18.01 (5.96)

African
American

3.97 (.93)*

4.09 (0.97)

28.55 (6.36)

14.30 (2.10)

16.05 (5.05)

Hispanic

3.25 (1.15)*

3.78 (1.30)*

26.85 (5.95)

13.80 (2.31)

17.67 (5.00)

Other

3.68 (1.13)

4.61 (.98)*

27.37 (5.59)

14.37 (1.89)

17.82 (4.59)

Asian

4.40 (0.57)

4.25 (0.50)

31.00 (2.94)

15.25 (0.96)

14.50 (3.78)

American
Indian/ Native
Alaskan

2.80 (1.33)

3.75 (0.50)

24.50 (8.18)

14.57 (1.89)

20.50 (5.45)

Communities

F(13,365)=
1.56, p=.093

F(13,365)=
1.49, p=.117

F(13,365)=
2.68, p=.001*

F(13,365)=
0.82, p=.637

F(13,365)=
1.65, p=.069

Barstow

3.41 (0.76)

4.00 (1.33)

21.00 (8.67)*

13.40 (2.60)

21.15 (7.61)

Chaffey

3.58 (1.17)

4.05 (1.39)

29.76 (5.79)*

14.67 (1.77)

15.57 (5.23)

Rialto

3.53 (1.01)

4.14 (1.21)

29.70 (3.83)*

14.24 (2.15)

16.21 (4.90)

Victor Valley

3.90 (1.05)

4.24 (0.95)

30.15 (6.13)*

14.54 (1.94)

15.57 (4.91)

Snowline

4.45 (0.64)

6.00 (2.83)

33.50 (3.53)

15.37 (0.89)

13.42 (4.83)

San
Bernardino

3.69 (1.10)

3.97 (1.01)

26.92 (6.45)

14.04 (2.30)

17.25 (5.06)

Chino Valley

4.44 (0.71)

4.14 (1.21)

30.67 (6.20)

14.02 (1.83)

14.83 (1.83)

Colton

3.25 (1.04)

3.80 (1.42)

26.03 (7.88)

13.64 (2.29(

17.65 (5.57)

Hesperia

4.26 (0.87)

4.77 (1.01)

29.38 (4.54)

14.29 (1.58)

14.31 (4.94)

Redlands

4.0 (0.87)

4.27 (1.35)

27.18 (7.49)

14.48 (1.29)

14.71 (4.41)

Upland

4.40 (0.64)

3.50 (1.29)

28.50 (10.85)

14.25 (1.26)

16.50 (2.64)

Fontana

3.70 (1.19)

4.13 (1.41)

28.47 (4.48)

15.02 (1.45)

17.53 (4.34)
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Individual Resilience Factors
Individual
Spirituality

Education

Hope

Locus of
Control

Self-Esteem**

Apple Valley

3.67 (1.06)

3.78 (0.67)

27.00 (5.12)

14.33 (2.50)

18.00 (5.83)

YucaipaCalimesa

4.07 (0.87)

3.33 (1.15)

13.87 (8.01)

12.67 (3.51)

19.00 (10.15)

Age

F(4,309)=
1.84, p=.168

F(4,309)=
3.29, p=.012*

F(4,309)=
1.97, p=.098

F(4,309)=
.89, p=.472

F(4,309)=
1.57, p=.182

21-24

3.58 (1.22)

4.23 (0.63)

28.73 (6.80)

14.53 (2.09)

16.12 (5.46)

25-34

3.58 (1.05)

4.09 (1.00)

28.37 (5.71)

14.38 (1.79)

16.34 (4.93)

35-49

3.92 (0.99)

4.09 (1.20)

27.09 (7.00)

14.28 (1.90)

17.09 (5.42)

50-61

3.68 (1.27)

3.50 (1.35)

24.93 (7.14)

13.84 (2.42)

18.70 (5.22)

62 and up

3.78 (0.72)

3.12 (1.64)

26.87 (8.56)

13.47 (2.73)

18.62 (5.27)

*Mean Difference is significant at the 0.05 level (one-sided test).
** Higher scores indicate lower levels of self-esteem.

Behavioral Health Findings
A closer look at the behavioral health outcome variables also revealed significant
mean differences among ethnicities, communities, and age groups (see Table 17). Given
the stressors associated with acculturation and discrimination and their relationship to
lowered mental health, as well as lack of access to mental health services, it was assumed
that ethnic minorities would have significantly lower health and mental health, and in
turn increased risks for substance abuse (Corcoran, et al., 2004; Kaslow, et al., 2004;
Riolo, et al., 2005; Wu, et al., 2010). Caucasian residents, surprisingly however, reported
significantly lower physical and perceived health (F (5, 372) =5.32, p=.000), and more
symptoms associated with anxiety (F (5, 373)=3.63, p=.003) and somatization (F (5,
373)=3.52, p=.004) compared to their African American and Hispanic residential
counterparts. Similar to findings in family literature, it appeared that among African
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American and Hispanic respondents, spirituality and religiosity might have served as
buffers against lower mental and physical health and the many stressors associated with
poverty (Gore, et al., 2005; Hackney & Sanders, 2003; Koenig, 2008; Van der Meer
Sanchez, et al., 2008; van Olphen, et al., 2003).
With regard to community-related findings concerning factors that promote
individual resilience, significant differences among health (F (13, 364) =1.75, p=.049),
depression (F (13, 365) =1.81, p=.040), and somatization outcomes (F (13, 365) =2.81,
p=.001) seemed logical. Even less surprising was the additional finding about the
Barstow community. Barstow residents reported significantly more depression than
Victor Valley, and more symptoms associated with somatization than the Chaffey,
Colton, Fontana, Hesperia, Redlands, Rialto, San Bernardino, and Victor Valley
communities. In light of the previously mentioned challenges in the Barstow community,
this made conceptual sense. Although the Barstow and Apple Valley community
residents scored the lowest on physical and perceived health, however, a Tukey HSD post
hoc test was unable to support whether or not these differences with regard to health were
significant.
Across age groups, significant differences in health, somatization, and substance
abuse were found. Prior to conducting the supplementary analyses, there was the
assumption that perhaps increased mental health issues were present among the older age
groups, as older adults are faced with finding a new meaning and purpose for life and
tend to reflect back on their life choices. Compounded by financial stressors and regrets,
they may experience feelings of bitterness and despair over negative life experiences
(Erikson, 1963). This hypothesis was indeed supported as residents between the ages of
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50 and 61 reported significantly more somatization symptoms than both the 21-24 and
25-34 age groups (F (4, 309) =5.41, p=.000) which is more than likely related to
significantly lower physical and perceived health (F (4, 308) =7.66, p=.000) than each of
the younger age groups. Additionally, seniors aged 62 and up also reported more
somatization symptoms than their 21-24 year old residential counterparts. With regard to
anxiety (F (4, 309) =2.89, p=.023), although post hoc tests were unable to identity
significant differences between age groups, a significant mean difference was present
with older residents reporting more anxiety. In the examination of risks for substance
abuse, although a significant mean difference was found across age groups (F (4, 309)
=3.23, p=.013) post hoc tests were unable to identify where the difference(s) lay, as well.
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Table 17
Descriptive statistics and ANOVA results for behavioral health variables and background
demographics.
Behavioral Health Outcome Variables
Health**

Anxiety**

Soma**

Depression**

Mental
Health**

Substance
Abuse***

M (SD)

M (SD)

M (SD)

M (SD)

M (SD)

M (SD)

Ethnicities

F(5,371)=
5.67
p=.000*

F(5,372)=
3.54
p=.004*

F(5,372)=
3.49
p=.004*

F(5,372)=
1.50
p=.188

F(5,372)=
2.30
p=.045*

F(5,372)=
0.34
p=.889

Caucasian

46.70
(31.24)*

0.97(0.20)*

1.06 (0.18)*

0.95 (0.20)

3.82 (3.22)

1.52 (0.06)

African
American

29.09
(22.91)*

0.88(0.15)*

0.97 (0.15)*

0.89 (0.16)

3.24 (2.60)

1.51 (0.05)

Hispanic

25.68
(21.39)*

0.88(0.14)*

0.96 (0.13)*

0.88 (0.15)

3.43 (2.90)

1.51 (.06)

12.50
(19.84)

0.84 (0.08)

1.01 (0.19)

0.86 (0.12)

2.37 (3.03)

1.50 (0.04)

41.67
(30.43)

0.92 (0.14)

0.97 (0.06)

0.82 (0.06)

6.16 (1.65)

1.49 (0.03)

34.26
(25.22)

0.95 (0.16)

1.03 (0.12)

0.92 (0.13)

4.91 (2.38)

1.51 (0.03)

Communities

F(13,364)
=1.775
p=.049*

F(13,365)=
1.11
p=.345

F(13,365)=
2.81
p=.001*

F(13,365)=
1.81
p=.040*

F(13,365)=
1.56
p=.095

F(13,365)=
1.24
p=.246

Barstow

48.33
(35.75)

1.04 (0.22)

1.21 (0.20)*

1.05 (0.25)*

5.99 (3.01)

1.55 (0.07)

Victor Valley

25.45
(24.05)

0.94 (0.15)

0.94 (0.14)*

0.86 (0.14)*

2.31 (2.80)

1.51 (0.06)

Chaffey

27.38
(20.94)

0.89 (0.12)

0.95 (0.12)*

0.88 (0.12)

3.57 (2.04)

1.50 (0.03)

Colton

29.12
(27.86)

0.89 (0.17)

0.97 (0.15)*

0.89 (0.16)

3.21 (3.03)

1.52 (0.06)

Fontana

28.89
(26.33)

0.89 (0.18)

0.98 (0.18)*

0.85 (0.09)

2.91 (2.58)

1.51 (0.03)

Asian
American
Indian/
Alaskan
Native
Other
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Behavioral Health Outcome Variables
Health**

Anxiety**

Soma**

Depression**

Mental
Health**

Substance
Abuse***

Hesperia

28.85
(24.44)

0.90 (0.19)

0.96 (0.12)*

0.89 (0.14)

2.80 (3.13)

1.52 (0.05)

Redlands

24.24
(19.17)

0.85(0.11)

0.90 (0.08)*

0.83 (0.09)

3.29 (2.01)

1.48 (0.01)

Rialto

26.64
(21.55)

0.87 (0.12)

0.96 (0.14)*

0.87 (0.14)

3.53 (2.70)

1.52 (0.06)

San
Bernardino

31.59
(23.87)

0.90 (0.16)

0.99 (0.15)*

0.91 (0.17)

3.74 (2.80)

1.51 (0.05)

Apple Valley

55.55
(25.34)

0.88 (0.11)

1.05 (0.17)

0.87 (0.12)

3.01 (2.46)

1.50 (0.04)

Victor Valley

25.45
(24.05)

0.86 (0.17)

0.94 (0.15)

0.86 (0.14)

2.31 (2.80)

1.51 (0.06)

Chino Valley

19.05
(6.30)

0.90 (0.12)

0.96 (0.11)

0.82 (0.05)

2.78 (2.28)

1.50 (0.02)

Snowline

16.67
(23.57)

0.81 (0.05)

0.92 (0.11)

0.78 (0.00)

2.24 (3.16)

1.55 (0.11)

YucaipaCalimesa

44.44
(41.94)

0.95 (0.24)

1.10 (0.23)

1.04 (0.24)

4.18 (3.71)

1.54 (0.06)

Age Groups

F(4,308)=
7.66
p=.000*

F(4,309)=
2.89
p=.023*

F(4,309)=
5.41
p=.000*

F(4,309)=
2.30
p=.059

F(4,309)=
2.06
p=.086

F(4,309)=
3.23
p=.013*

21-24

24.72
(18.89)*

0.89 (0.15)

0.93 (0.11)*

0.89 (0.17)

3.56 (2.88)

1.50 (0.03)

25-34

25.31
(20.40)*

0.86 (0.12)

0.96 (0.13)*

0.86 (0.13)

3.10 (2.59)

1.50 (0.04)

35-49

32.99
(26.57)*

0.91 (0.18)

1.00 (0.17)

0.92 (0.18)

3.55 (2.98)

1.52 (0.66)

50-61

49.53
(27.57)*

0.93 (0.19)

1.07 (0.18)

0.92 (0.19)

4.49 (3.14)

1.51 (0.05)

62 and up

47.92
(36.93)

1.00 (0.18)

1.10 (0.20)*

0.94 (0.16)

3.44 (2.81)

1.55 (0.08)

*Mean Difference is significant at the 0.05 level (one-sided test).
**Higher scores represent lower health and mental health.
***Higher scores represent increased risks associated with substance abuse.
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CHAPTER SIX
DISCUSSION

Summary
Despite the growing volume of studies on family resilience, the theory as a whole
remains underdeveloped. Few comprehensive theoretical models have been presented
that consolidate knowledge concerning family resilience, elucidating the variations of the
construct, and directing the field of family studies to new directions for family resilience
research. Surprisingly, given the ecological conceptualizations of family resilience, even
fewer models have been developed that describe the relationships among community,
family, and individual-level resilience constructs, particularly among low-income ethnic
minority populations (Benzies & Mychasiuk, 2009; Bhana & Bachoo, 2011; Black &
Lobo, 2008; Seccombe, 2002; Ungar, 2011; Walsh, 2003).
Former resilience and health research among low-income families has also neglected
the complex systems of domination and meaning that low-income ethnic minority
families are located within by failing to view resilience from a power perspective
(Blankenship, 1998; Seccombe, 2002). The intersections of race, gender, and class that
organize the behaviors, relationships, and overall lives of low-income ethnic minority
families create both unique strengths and needs. In family research, these intersections
should ultimately influence decisions regarding variables observed, as well as the
interpretation of findings. Because low-income ethnic minority families often lack in the
individual and social resources that have historically been associated with highly resilient
individual and family outcomes, a power perspective goes beyond traditional definitions
that perpetuate subjugation and elucidates the meanings low-income families give to their
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communities, families, individual selves, and behavioral health (Blankenship, 1998).
When a conceptual framework, such as family resilience, is specified theoretically,
highlighting the intersections of race, ethnicity, gender, and class, it can have profound
implications for the entire conceptualization, relevance, and application of the theoretical
concept (Collins, 2000; Seccombe, 2002).
In this study, we incorporated low-income families’ experiences of individual,
family, and community contexts in order to explore the following questions regarding the
concept of family resilience:
a) What are the underlying latent relationships among individual, family, and
community levels of family resilience?
b) Does family resilience improve the behavioral health aspects of mental and
physical health and risks associated with substance abuse among ethnic minority
families living in public housing?
Rather than treating community and individual-level resilience factors as either covariates
or simple by-products of family-level resilience, a single model predicting the behavioral
health aspects of health and substance abuse risk was developed, specifying the nature of
the relationships among these constructs. We accomplished this by examining the
empirical validity of a multidimensional family resilience model among low-income
ethnic minority families. Multiple models, including a single factor and multi-factor
construct of family resilience, were examined, as well as the direct and indirect effects of
each ecological level of resilience in predicting mental health and substance use. Through
these processes we found that the indirect effects model was the best and most
parsimonious explanation of family resilience’s impact on health and substance abuse
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risk in the low-income families observed. In consideration of a broadened definition of
what it means for a low-income family to be resilient, this study suggests that challenges,
crises and stressors that occur in each context have the ability to positively or negatively
impact family and individual responses, and, subsequently, behavioral health (Booth, et
al., 2000; Bowen, 1998; D'Onofrio & Lahey, 2010; Landau, 2010).
Theories describing resilience within each ecological context and highlighting the
need for an increased focus on community and family resilience, particularly among lowincome families, were supported by our findings as well (Blankenship, 1998; Bowen,
1998; Walsh, 2002). The final confirmatory factor analysis model affirms family research
that conceptualizes the framework of family resilience through a socio-ecological lens,
and describes family resilience as four independent yet interdependent ecological
constructs (McCubbin & McCubbin, 1988; Walsh, 1996). When resilience is
strengthened at all three interactive levels family resiliency is enhanced and a clearer
picture of how low-income families are resilient is developed, rather than simply
conveying the presence or absence of resilience.
Our model supports Froma Walsh’s (Walsh, 2003) conceptualization of familylevel resilience as comprised of three domains of family functioning: communication
processes, family belief systems, and organizational patterns. Within our model at the
family level, low-income families’ belief systems, which strongly influence perceptions
of crises, choices, and adversities (Walsh, 2003) were explored through observations of
shared spirituality and family adversity narratives. Family cohesion, social support, and
celebrations highlighted the organizational patterns of families and the ways in which
they remain connected and are able to rely upon one another. The observation of

176

collaborative communication gave us a glimpse of the communication and problemsolving processes that provide low-income families clarity when facing challenges and
promote open expression of feelings. Each of these factors were present within the lowincome families examined and, collectively, strongly predicted individual resilience. The
predictive relationship between family and individual resilience has long been examined
by resilience researchers, and the resilient family viewed as a support system (Caplan,
1982), pathway for individual development, and protective factor that boosts individual
resilience (Hawley, 2000).
Our model also highlighted the powerful role of the community and community
relationships in the lives of low-income individuals and families. In addition to the
family’s impact on individual resilience, our model described the significant influence of
perceptions of community safety and social support on individual resilience. For some
families it appeared that their communities served as a type of family, and through their
kinship networks and community ties, individual resilience was directly strengthened. In
oppressed cultures and non-dominant communities this is often the case, and
communities provide families with the social and psychological resources needed to cope
with adversity (Sonn & Fisher, 1998). A historical example of this, occurring within the
Black/African American community, as the church structure and social support received
from the religious community facilitated survival by providing a substitute society (Mays,
1986). This finding, as well as the predictive relationship found between community
collective identities, and family resilience are closely aligned with the relationships
among community, and family- level resilience factors described by the Resiliency
Model of Family Adjustment and Adaptation, developed by the research team led by
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Hamilton McCubbin (1996). Within this model, ethnic and cultural factors, as well as
community relationships and conditions, are described as having a significant impact on
the successful adaptation of the family. These relationships speak to a core community
narrative and identity that are similar to that of family processes found within cohesive
families who share a positive family adversity narrative. Elsass (1995) describes this
phenomena as an “ecological psyche,” a worldview held by ethnic minorities that defines
the “self” in relation to one’s contexts. These distinctions are important distinctions for
family scientists to consider, as nuanced constructions of identity may vary and change
with time across individual cultures and contexts, having the potential to increase or
decrease a family’s resilience (Ungar, 2010).
Lastly, our final structural regression model highlighted an indirect relationship
among community, family, and individual resilience and the behavioral health outcomes
of health and substance abuse risk. McCubbin’s (1996) Model of Family Adjustment and
Adaptation also supports this finding as the community is conceptualized as a resource
for the family, and the family is ultimately viewed as a resource for the individual.
Conger’s (1992; 2002) Family Stress Model, however, is most closely aligned with the
findings of our final model, as it illustrates the processes by which larger community
conditions, such as economic pressure, impact family processes and ultimately impact
individual outcomes, inclusive of mental health and other risk factors, such as substance
abuse. This social causation perspective (Conger & Donnellan, 2007) emphasizes the role
of family as a conduit for the socioeconomic influences on individual development, and
supports research in social epidemiology on health disparities that describes low-income
ethnic minority families at increased risk for physical, emotional, and behavioral
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problems (Evans & Kantrowitz, 2002; Ganong, et al., 2007b; Hwang & Goto, 2009;
Sandau-Beckler, et al., 2002).
In contrast to aspects of the conceptual model set forth prior to analyses and many
assumptions in the field of family science that argue direct relationships between
community and family resilience factors and behavioral health (Almeida, et al., 2011;
Ball, et al., 2003; Brown & Riley, 2005; Stanlely, et al., 2002), when collectively
constructed, our final model revealed an absence of direct predictive relationships
between higher-level resilience factors, such as community and family resilience, and the
behavioral health outcomes of health, mental health, and substance abuse risks. Rather
we found that community resilience is important in so much as its affects family
resilience, and family resilience in so much as it impacts the resilience of the individual.
Aligned with what we know about resilience and its presence within the most adverse of
situations, our model highlights the ability for resilience developed within the family to
counteract unfavorable community conditions and connections, and resilience developed
within the individual to counteract troubling family situations. Therefore, it is not the
impoverished and crime-ridden community or lack of community belongingness that
creates lowered mental health or substance abuse or even the dysfunctional family, but
rather the impact the nature of that particular community has on shared family processes
which shape the resilience of the individual. All in all, it is the presence of these indirect
relationships that influence the behavioral health outcomes of the individual, providing us
a picture of the pathway by which increased health and decreased substance abuse risks
can be most effectively achieved.
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Strengths of the Study
Design
Based upon an integrated and specified theoretical view of family resilience, this
study challenges the binary nature of the prevalent definition of family resilience. The
feminist and family ecological approaches utilized to examine family resilience in this
study allowed for a snapshot of intersectionalities at multiple levels- intrapersonal,
interpersonal, and community (Bengtson, et al., 2005; Osmond & Thorne, 1993).
Findings from this study provide meaningful data that supports the process of moving
family research to focus on the development of family strengths and resilience by
including strategies to empower single mothers and view adaptation and adjustment from
a shared, communal experience. By “re-visioning” the family and the concepts of family
resilience, the outcomes of positive adaptation and adjustment become beneficial to not
only the family, but also the individual, community, and the larger society. This
integrated view of family resilience, supported by our study’s model building processes,
also supports the conceptualization of family resilience as both related to and a byproduct of resilience in other environmental systems (Bhana & Bachoo, 2011;
Blankenship, 1998; Bowen, 1998). This position allows for a more fluid perspective of
family resilience with varying levels of intensity rather than simply the presence or
absence of the construct.
Engaging in the survey-based method of data collection through community
meetings, individual interviews, and family life education workshops was valuable to the
researchers, as well as to the families. The tremendous support provided by the Housing
Authority of the County of San Bernardino facilitated the necessary buy-in from
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community residents, which allowed for a participatory action-like research process to
take place. Each of the data collection events provided opportunities for residents to ask
questions and engage in discussion about survey questions and concepts. It was during
these discussions that many of the families reported how much they enjoyed the
information gleaned from the events, and, for the first time, were able to address
individual, family, and community issues collectively. Therefore, the interviews and
meetings served not only as opportunities for residents to connect with other residents
and share their experiences, but also as resilience-based interventions whereby their
strengths were highlighted.

Methodology
Previous research examining family resilience laid the foundation for this study
by identifying a need for potential instruments that represent an ecologically-specified
construct of family resilience, as well as the need for increased socio-systemic research
on the significant role of residential context in influencing individual and family wellbeing. Through sophisticated analytic processes (also previously lacking in resilience
research), we established that the construct of family resilience is best represented as four
ecological constructs, consisting of individual, family, local community, and larger
community/cultural factors among low-income families. This conceptual deconstruction
of family resilience supports the development of family research by moving us away
from simple observations of categories to a greater understanding of the role of
intersectionality. The benefit of employing sophisticated analytic methods such as SEM
is the ability to use multiple measures within latent constructs. Essentially, combining the
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strengths of multiple validated assessments enhances the total measurement of the actual
latent construct, which is particularly important in health, individual, family, and
community factors. These concepts are not unidimensional in nature or adequately
reflected by one factor, rather they are best represented as multiple factors allowing for a
more valid latent measure. This study also established that the relationships among
resilience constructs were unique yet interdependent concepts and indirectly effective in
predicting behavioral health outcomes. Although the development of a family resilience
instrument is a distinctive research process, separate from what this study set out to
accomplish, this study provides, at the very least, an ecological framework and identified
resilience concepts by which that process can begin effectively.

Measurement
More than half of the families observed in this study were single-headed
households comprised of mothers with young children. Given that individual strengths
are located within the individual psyche especially within the first few years of life, it was
important to include community and family factors that are more amenable to
intervention and have the potential to influence individual resilience (VanBreda, 2001).
Each of the community, family, and individual concepts observed can be addressed
practically through clinical, educational, and community interventions, and provide a
concrete framework by which individual, family, and community education programs
targeting increased mental health and substance abuse prevention can be developed.
Additionally, valid and reliable measures that have been utilized among lowincome populations represented the concepts of this study. Aligned with a salutogenic
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approach, each of the measurements utilized were created and tested within the frame of
family resilience. Although many variables were used in the development of the family
resilience model of behavioral health, the multidimensionality of the concept of family
resilience requires thorough and comprehensive strategies, as there is not one single
measurement of family resilience inclusive of all ecological levels to date for lowincome, ethnic minority families.

Limitations of the Study
Measurement
Although several significant contributions were examined, there are some
limitations to this study that are important to address, particularly for the purpose of
identifying future research areas. Firstly, although family resilience researchers often
position their models as ecologically-grounded, the unit of measurement is generally not
the family as a whole and observations are based upon individual perceptions of other
systems rather than of the actual systems (Gardner, et al., 2008; Lazarus & Folkman,
1984; McCubbin, et al., 1998; Walsh, 2007). The scales that are most often used to
measure dimensions of family resilience aim to observe family constructions through the
development of family-oriented questions. However, there remains to be seen strategies
for collecting, analyzing, and interpreting data from several members of the family
(Gardner, et al., 2008). This is a weakness for this study as well. It is important to
mention, however, that majority of the “families” observed were single mothers with
small children, aged 5 and younger, and elderly and disabled individuals living alone.
Therefore, examining the “family unit” within the home would not have been
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advantageous in this study. This point also reiterates the purpose of this study, the
underlying goal being to redefine what “family” means for these populations by
expanding the focus to the role that the larger community plays in their lives. These types
of families and kinship networks do not fit the typical family ideology largely examined
in resilience research or the instruments commonly used to explore family processes.
In addition to the family measurement limitation, the assessments included in this
study also provided us with a family member’s perspective of environmental factors, but
did not include an assessment of the resilience of the actual environmental systems of
interest and many factors associated with community resilience and the larger exosystem,
i.e. state, county, and local social policies, building infrastructures, and surveys from
outside community members (Seccombe, 2002; Ungar, 2011). Multidisciplinary
aggregated assessments of resilience would provide this study with in-depth knowledge
in regards to the function or position of the family within an ecological system, as well an
increased understanding of the reciprocal impact between the family’s resilience and a
particular environmental system’s resilience (Bronfenbrenner, 1979). In application,
however, a pure ecological perspective would require a much more advanced
multidisciplinary approach across academic disciplines and community organizations, as
well as resources that were not available for this study. Efforts that would assess the
resilience of each ecological system of interest would require extensive monetary
support, as well as manpower.

Design
The survey design method utilized to gather data has inherent shortcomings that
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perhaps a qualitative study focused on the same concepts and sample population could
overcome. For instance, without the necessary probing and face to face assurances,
respondents have felt the need to appear strong, a limitation associated with social
desirability in studies that examine sensitive topics such as family functioning, mental
health, and risks associated with substance abuse (Ponzetti & Long, 1989).
Family resilience is also understood as being an ecologically-interactive process
rather than an outcome that is visible over time (McCubbin & McCubbin, 1988; Ungar,
2005; Walsh, 2002). Families reside in dynamic environments that like individual
development change with time. A shortcoming of this study is that it is cross-sectional in
nature, capturing only the current dimension of family resilience factors and their
relationship to health and substance abuse risks.

Methodology
Joined to the limitation described within the design of this study, due to time
constraints this proposed study does not consider the family over time, and did not utilize
longitudinal statistical methods, i.e. latent growth curve, that, in addition to allowing for
the creation of latent variables, represents the average amount of change or growth over
time (Byrne, 2008; Raykov & Marcoulides, 2006).

Implications and Future Directions
Research
There are several areas of future research that would further our understanding of
the concept of family resilience among low-income ethnic minority families. Both the
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findings and limitations of this study suggest a need for future research examining the
relationships among ecological constructs longitudinally. Longitudinal studies are
necessary in order to both gain a deeper understanding of the causal relationships among
community, family, and individual resilience factors, and the long-term conceptualization
of community, family, and individual resilience factors which may vary given different
contexts and stressors over time.
Furthermore this study examined low-income families with access to and support
from an assistive agency, such as the HACSB. Our findings do not represent families
living in different communities nor do they speak to the experiences and strengths of lowincome families who are lacking supportive housing services. The population examined
has relatively low community resilience to begin with, bringing to mind the possibility of
potential differential findings for families with higher levels of community resilience.
Additionally, for low-income homeless families living in shelters or vacant homes,
doubled up in overcrowded apartments with relatives, or sleeping in cars or
campgrounds, and even families who are low-income and on waiting-lists for housing
services community, family, and individual resilience factors may differ with financial
stressors compounded by the lack of adequate housing. Future research examining these
families has the potential to uncover very different needs, and unique factors that
strengthen community resilience despite transiency, family resilience despite family
separation, and individual resilience despite unstable housing.
Qualitative studies would also be beneficial in gaining an understanding of how
different ethnic-minority, low-income families define and give meaning to many of the
concepts observed. Inductive explorations would therefore provide the necessary
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foundation for a family resilience assessment to be developed specifically for this
population that represents their unique family and community-level processes, inclusive
of the kinship networks and community ties that enable them to be distinctively resilient.
Our findings also suggested a strong relationship between spirituality and
resilience at all ecological levels. Future studies examining family resilience might take
into consideration spirituality as a considerable means by which resilience is achieved,
having the ability to interact across all ecological levels, empowering the individual, and
providing a shared adversity narrative for both families and communities. Perhaps
increased individual spirituality, as well as shared communal spiritual practices and
beliefs, are largely what low-income ethnic minority families define their resilience by.
Both qualitative and quantitative studies examining these phenomena further would
greatly benefit family resilience research.
An expanded and contextual understanding of family resilience is possible when
the interactive concepts associated with family ecology and multicultural feminism are
integrated with the affiliative aspects of models of family resilience. This study has the
potential to influence the future work of Conger (1992; 2002) and studies utilizing his
Family Stress model by the inclusion of elaborations that add important new mediating
variables, such as community perceptions, collective ethnic identity, and specific family
processes, to the evaluation of family functioning and factors that buffer against the
stressors associated with poverty. Inclusive of that is this study’s added consideration of
personal, social, and cultural factors that mediate the effects of ecological and causal
pathways between resilience factors and health among low-income, ethnic minority
families (Conger, et al., 2010). Future directions for the work of Froma Walsh (1996,
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1998, 2002, 2003) are also implied as her work is largely theoretical in nature, lacking in
a clarified structure for what she refers to as the three domains of family functioning:
communication processes, belief systems, and organizational patterns. In this study we
operationalized family-level resilience concepts associated with her three domains of
family functioning and provided an empirical model and guiding framework for which
future quantitative family resilience studies utilizing Walsh’s (1996) framework can
apply.

Practice
Overall, through this study’s development of a family resilience model of
behavioral health, we pinpointed various means by which family scientists and familyservice organizations can, not only help shape mental health, health, and substance abuserelated outcomes among low-income ethnic minority families and communities, but also
increase overall community, family, and individual resilience. Ultimately community
interventions that do not support the development of family resilience will be ineffective
in promoting positive behavioral health outcomes, and family interventions that do not
facilitate the development of individual resilience will be ineffective as well, as it is
individual resilience that supports higher levels of health, mental health, and lower
substance abuse risks directly. With regard to health, mental health, and substance abuse
risks, resilient communities and families are not enough if they are not efficacious in
shaping individual outcomes, such as increased self-esteem, education, and positive
belief systems. An example as such would be a substance abuse community awareness
and prevention project that utilized multi-family groups within communities to create and
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disseminate prevention messages within their specific communities. The project could
incorporate substance abuse prevention education, as well as strategies for enhanced
family communication, and would ultimately support community integration and social
support through multi-family group interactions and lessen risks for lowered mental
health and substance abuse risks through the focus on family processes and individual
prevention education.
This study also encourages family scientists to develop educational and
therapeutic interventions, research, and policies outside of their professional and
academic silos, as community resilience has a direct impact on the resilience of the
family. In order to strengthen the resilience of a family, community-focused,
multidisciplinary approaches that include social workers, psychologists, pastors, and
community members are necessary (Landau, 2010). This provision of integrated services
versus fragmented ones is key in promoting family well-being. Interventions aimed at
moving from hierarchal, system orientations to collaborative, relationship orientations
provide a means by which low-income families can be empowered to partner with other
community members in order to do the necessary work that inevitably has the ability to
change their lives. Promoting associations and relationships rather than the replacement
of them with additional hierarchal systems, agencies, and governing bodies supports
families in accessing the power and influence needed to develop and sustain resilient
families (VanBreda, 2001).
In addition to a multidisciplinary approach, what we currently understand as
cultural competency and our efforts to create culturally sensitive educational
environments and policies must be heightened and brought in from the background, as
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strong collective ethnic and community identities and culture are also means by which
families are strengthened. For example, education and interventions that encourage
awareness and the rediscovery of one’s culture, promote positive adversity narratives,
and support community belongingness and social integration are just as necessary to the
development of family resilience as education and policies focused on effective family
communication and cohesion. In the final analysis, the litmus test for community
resilience interventions utilizing larger social justice, community development, and
awareness strategies to impact health, mental health, and substance abuse epidemics
among low-income families is their ability to impact family resilience. This is much the
same for strengthening family programs, as substance abuse and health outcomes will not
be changed if individual resilience is not increased as a result of programmatic efforts.
While the study did not look in the reverse direction due to the integrated theoretical
framework employed, it is also tenable that resilient families help promote resilient
communities. Although we did not directly explore that hypothesis, a systems lens of
results shows a significant and potentially bi-directional relationship between family
resilience and community resilience.

Policy
Currently, there is much discourse surrounding policies focused on health
disparities, healthcare, and controversies regarding the quickly changing climate of
supportive housing services. The conceptualization of resilience as a process rather than
an outcome, implies the need for policies that support holistic, person centered healthcare
that ultimately supports the empowerment of low-income individuals and the shaping of
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thoughts and behaviors (Power, 2010). Our findings reveal that individuals, however,
cannot be nurtured in isolation, and families must be strengthened in order support
healthy individuals. Health policies that take into account the long-term impact on single
mothers, seniors, and financial disparities among ethnic minority families will be most
effective in changing the health epidemics, such as diabetes, HIV/AIDS, substance abuse,
ravaging low-income families and communities.
With regard to overall family well-being, this study affirms the strengths
associated with community social support and sense of place and belongingness among
ethnic-minority, low-income families. Current shifts from concentrated public housing
communities toward tenant-based housing assistance in the form of vouchers appear to
neglect the social resources that are vital to the health and wellbeing of low-income
families, such as residents watching one another’s children and having neighbors with
similar struggles who can be counted on (Keene & Geronimus, 2011). With low-income
families reporting no distinctive differences in the safety and conditions between private
market communities and concentrated public housing communities (National Housing
Law Project, 2002), what then can replace the familial benefits gained from community
social support and belongingness? The current study suggests a need for public housing
revitalization strategies that not only improve the conditions of concentrated public
housing communities, but also promote a greater sense of community and family
resilience.
Utilization of the growing knowledge base on family resilience is vital in guiding
social policies to promote the well-being of disadvantaged and disenfranchised families.
Given the findings of this study and previous family resilience research, resilience-based
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policies impacting low-income families must a) have a strong base in theory and research
examining low-income, ethnic minority families (Luthar, Cicchetti, & Becker, 2000), b)
capitalize on the resources present with low-income families and communities (Luthar, et
al., 2000), c) target resilience processes across multiple levels of influence
(Bogenschneider & Corbett, 2010; Bronfenbrenner, 1979), d) have a strong
developmental focus (Walsh, 2002), e) have contextual relevance (McCubbin, et al.,
1995; Ungar, 2010), and f) foster potential self-sustaining services (Luthar, et al., 2000).

Conclusion
Currently more than 30 million United States residents work in jobs that pay
poverty-level salaries and provide few prospects for advancement and income growth
(Federal Interagency Forum on Child and Family Statistics, 2000). Today, more than ever
before, millions of family are one crisis away from being homeless or being in food
poverty, uncertain of where their next meal will come from (Ganong, et al., 2007a). In
addition to the widening financial disparities in recent decades, demographic trends point
to an increase in families at-risk for poverty by the year 2030 (OECD, 2012). With
impoverished families on the rise, the epidemics of mental illness and substance abuse
among low-income families have the potential to increase as well. Despite the current and
potential challenges of impoverished families, the findings of this study identify the
strengths and resources of low-income, ethnic minority families, and the mitigating
influences of community, family, and individual resilience in achieving overall health
and reducing the risks associated with substance abuse. The strengths associated with the
health of the families in our study came most notably from a sense of personal self-
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efficacy and confidence in their abilities to remain strong in spite of adversity, however,
the powerful influence of community relationships in the lives of families and family
processes in the strengthening of individuals were notable in that where the individual or
family is lacking, the resilient family and resilient community have the ability to satisfy.
It therefore behooves family scientists, to move resilience research forward that focuses
on this population within their ecological contexts, highlighting the factors that promote
resilience at each level within community, family, and individual-focused interventions
and policies. Ultimately, as family scientists it is important to see ourselves as agents of
change. Therefore, any research that is undertaken should be viewed as an opportunity to
promote and facilitate social change. It has long been understood that in order to truly
support disadvantaged families, what has been learned from family research, as well as
this study, must be systemically applied to social policy and program development efforts
(Jenson & Fraser, 2011). Empirical models that describe how low-income, ethnic
minority families come to be resilient must be the foundation upon which these efforts
are built.

193

REFERENCES
Abbott-Chapman, J. (2001). Rural resilience: Youth "making a life" in regions of high
unemployment. Youth Studies Australia, 20(3), 26-31.
Agency for Healthcare Research and Quality. (2010). The highlights of the national
healthcare quality and disparities reports National healthcare disparities report
(Vol. 8). Rockville, MD: Substance Abuse and Mental Health Services Agency.
Ainsworth, J. W. (2002). "Why does it take a village? The mediation of neighborhood
effects on educational achievement". Social Forces, 81, 117-152.
Allen, B., & Lauterbach, D. (2007). Personality characteristics of adult survivors of
childhood trauma. [Article]. Journal of Traumatic Stress, 20(4), 587-595. doi:
10.1002/jts.20195
Allen, K. R., & Baber, K. M. (1992). Starting a revolution in family life education: A
feminist vision. Family Relations, 41, 378-384.
Almeida, J., Subramanian, S. V., Kawachi, I., & Molnar, B. E. (2011). Is blood thicker
than water? Social support, depression and the modifying role of ethnicity/nativity
status. Journal of Epidemiology and Community Health, 65(1), 51-56. doi:
10.1136/jech.2009.092213
Amatea, E. S., Smit-Adcock, S., & Villares, E. (2006). From family deficit to family
strength: Viewing families' contributions to children's learning from a family
resilience perspective. Professional School Counseling, 9, 177-189.
American Academy of Pediatrics. (2003). Family pediatrics report of the task force on
the family. Pediatrics, 111(6), 1541-1571.
Ammerman, N. T. (2001). Doing good in American communities: Congregations and
service organizations working together (Hartford Institute for Religious Research,
Trans.) Organizing religious work project. Hartford, CT: Hartford Seminary.
Anderson, N. B., & Armstead, C. A. (1995). Toward understanding the association of
socioeconomic status and health: A new challenge for the biopsychosocial
approach. Psychosomatic Medicine, 57(3), 213-225.
Andrews, M. P., Bubolz, M. M., & Paolucci, B. (1980). An ecological approach to study
of the family. Marriage and Family Review(3), 29-49.
Aneshensel, C. S., & Phelan, J. C. (2006). Handbook of the sociology of mental health.
New York City, NY: Springer.
Annie E. Casey Foundation. (2003). Family matters; Mental health of children and
parents (W. K. C. H. S. P. Center, Trans.). Seattle, WA: University of
Washington.
194

Aronowitz, T., & Morrison-Beedy, D. (2004). Resilience to risk-taking behaviors in
impoverished African American girls: The role of mother-daughter
connectedness. Research in Nursing & Health, 27(1), 29-39. doi:
10.1002/nur.20004
Babbie, E. (2010). The practice of social research (12th ed.). Belmont, CA: Wadsworth,
Cenage Learning.
Ball, J., Armistead, L., & Austin, B. J. (2003). The relationship between religiosity and
adjustment among African-American, female, urban adolescents. Journal of
Adolescence, 26(4), 431-446.
Beck, A. T., Weissman, A., Lester, D., & Trexler, L. (1974). The measurement of
pessimism: the hopelessness scale. Journal of Consulting and Clinical
Psychology, 42(6), 861.
Bengtson, V. L., Acock, A. C., Allen, K. R., Dilworth-Anderson, P., & Klein, D. M.
(Eds.). (2005). Sourcebook of family theory and research. Thousand Oaks, CA:
Sage Publications, Inc.
Benner, A. D., & Kim, S. Y. (2010). Understanding Chinese American adolescents'
developmental outcomes: Insights from the family stress model. Journal of
research on Adolescence, 20(1), 1-12.
Bennet, P., Elliott, M., & Peters, D. (2005). Classroom and family effects on children's
social and behavioral problems. The Elementary School Journal, 105(461-480).
Bentler, P. (2006). EQS structural equations program manual. Encino, CA: Multivariate
Software.
Bentler, P. M., & Chou, C. P. (1987). Practical issues in structural modeling. Sociological
Methods & Research, 16(1), 78-117.
Benzies, K., & Mychasiuk, R. (2009). Fostering family resiliency: a review of the key
protective factors. Child & Family Social Work, 14(1), 103-114.
Benzies, K., Tough, S., Tofflemire, K., Frick, C., Faber, A., & Newburn‐Cook, C.
(2006). Factors influencing women’s decisions about timing of motherhood.
Journal of Obstetric, Gynecologic, & Neonatal Nursing, 35(5), 625-633.
Berenson, A. B., & Mahbubur Rahman, M. (2011). Prevalence and correlates of
prescription drug misuse among young, low-income women receiving public
healthcare. Journal of addictive diseases, 30(3), 203-215.
Betancourt, T. S., Brennan, R. T., Rubin-Smith, J., Fitzmaurice, G. M., & Gilman, S. E.
(2010). Sierra Leone's former child soldiers: A longitudinal study of risk,
protective

195

factors, and mental health. Journal of the American Academy of Child and Adolescent
Psychiatry, 49(6), 606-615.
Bhana, A., & Bachoo, S. (2011). The determinants of family resilience among families in
low- and middle-income contexts: A systematic literature review. [Article]. South
African Journal of Psychology, 41(2), 131-139.
Binder, A. (1972). A new context for psychology: Social ecology. American
Psychologist, 27, 903-908.
Black, C., & Ford-Gilboe, M. (2004). Adolescent mothers: Resilience, family health
work and health-promoting practices. Journal of Advanced Nursing, 48, 351-360.
Black, K., & Lobo, M. (2008). A conceptual review of family resilience factors. Journal
of Family Nursing, 14(1), 33-55. doi: 10.1177/1074840707312237
Blankenship, K. M. (1998). A race, class, and gender analysis of thriving. [Article].
Journal of Social Issues, 54(2), 393-404.
Blundell, R., Dearden, L., Meghir, C., & Sianesi, B. (1999). Human capital investment:
the returns from education and training to the individual, the firm and the
economy. Fiscal studies, 20(1), 1-23.
Bogart, L. M., Collins, R. L., Ellickson, P. L., & Klein, D. J. (2007). Association of
sexual abstinence in adolescence with mental health in adulthood. [Article].
Journal of Sex Research, 44(3), 290-298.
Bogenschneider, K., & Corbett, T. J. (2010). Family Policy: Becoming a field of inquirty
and subfield of social policy. Journal of Marriage & Family, 72, 783-803.
Booth, A., Carver, K., & Granger, D. A. (2000). Biosocial perspectives on the family.
Journal of Marriage and Family, 62(4), 1018-1034. doi: 10.1111/j.17413737.2000.01018.x
Bowden, V. R., & Greenberg, C. S. (2010). Children and their families: The contiuum of
care (2nd ed.). Philadelphia: Lippincott Williams & Wilkins.
Bowen, G. L. (1998). Community resiliency: A research roadmap. Chapel Hill, NC:
University of North Carolina at Chapel Hill, School of Social Work.
Bowen, G. L., Martin, J. A., Mancini, J. A., & John, P. N. (2000). Community capacity:
Antecedents and consequences. [Article]. Journal of Community Practice, 8(2), 1.
Bowen, G. L., Martin, J. A., Mancini, J. A., & Nelson, J. P. (2001). Civic engagement
and sense of community in the military. [Article]. Journal of Community Practice,
9(2), 71.

196

Boyce, W. T., Essex, M. J., Alkon, A., Goldsmith, H. H., Kraemer, H. C., & Kupfer, D. J.
(2006). Early father involvement moderates biobehavioral susceptibility to mental
health problems in middle childhood. Journal of the American Academy of Child
and Adolescent Psychiatry, 45(12), 1510-1520.
Bradley, R., Schwartz, A. C., & Kaslow, N. (2005). Posttraumatic stress disorder
symptoms among low-income, African American women with a history of
intimate partner violence and suicial behaviors: Self-esteem, social support, and
religious coping. Journal of Traumatic Stress, 18(6), 685-696.
Braun, B., & Marghi, J. (2003). Rural Families Speak: Faith, Resiliency & Life
Satisfaction among Low-income Mothers. Info: Ann Arbor, MI: MPublshing,
University of Michigan Library, 8(1).
Britt, A. B. (2004). African Americans, substance abuse, and spirituality. Minority Nurse.
Retrieved from Minority Nurse website:
http://www.minoritynurse.com/substance-abuse/african-americanssubstance-abuse-and-spirituality
Brody, G. H., & Flor, D. L. (1998). Maternal resources, parenting practices, and child
competence in rural, single-parent African American families. Child
Development, 69(3), 803-816.
Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature
and design. Cambridge: Harvard University Press.
Bronfenbrenner, U. (1995). Developmental ecology through space and time: A future
perspective. In P. Moen, G. H. Elder & K. Luscher (Eds.), Examining lives and
context: Perspectives on the ecology of human development (pp. 619-648).
Washington D.C.: American Psychological Association.
Brown, L. S. (2006a). Still subversive after all these years: The relevance of feminist
therapy in the age of evidence-based practice. Psychology of Women Quarterly,
30(1), 15-24.
Brown, S. (2006b). Family structure transitions and adolescent well-being. Demography,
43, 447-461.
Brown, V., & Riley, M. (2005). Social support, drug use, and employment among lowincome women. [Article]. American Journal of Drug & Alcohol Abuse, 31(2),
203-223. doi: 10.1081/ada-200047920
Bryan, J. (2005). Fostering educational resilience and achievement in urban schools
through school-family-community partnerships. [Article]. Professional School
Counseling, 8(3), 219-227.

197

Bubolz, M. M., & Sontag, M. S. (1993). Human ecology theory. In P. G. Boss, W. J.
Doherty, R. LaRossa, W. R. Schumm & S. K. Steinmetz (Eds.), Sourcebook of
family theories and methods: A contextual approach. New York: Plenum Press.
Buckley, M. R., Thorngen, J. M., & Kleist, D. M. (1997). Family resiliency: A neglected
family construct. The Family Journal: Counseling and Therapy for Couples and
Families, 5, 241-245.
Burchinal, M., Pesiner-Feinberg, E. S., Bryant, D. D., & Clifford, R. M. (2000).
Children's social and cognitive development and child-care quality: Testing for
differential associations related to poverty, gender, or ethnicity. Applied
Developmental Science, 4, 149-165.
Byrne, B. M. (2008). Structural equation modeling in EQS: Basic concepts, applications,
and programming (2nd ed.). New York, NY: Routledge.
C-Span (Producer). (2011, October 3, 2011). Tavis Smiley presents: America's next
chapter. [Video] Retrieved from http://www.cspanvideo.org/program/297473-1
Caldwell, C. H., Greene, A. D., & Billingsley, A. (1992). The black church as a family
support system: Instrumental and expressive functions. [Article]. National
Journal of Sociology, 6(1), 21-40.
California Department of Education Analysis Measurement & Accountability Reporting
Division. (2010). DataQuest. Retrieved December 26, 2012, from California
Department of Education http://dq.cde.ca.gov/dataquest/
Cantwell, M. L., & Jenkins, D. I. (1998). Housing and neighborhood satisfaction of
single-parent mothers and grandmothers. In A. Hamilton-Thompson & J. A.
Futrell (Eds.), Resiliency in African-American families (pp. 99-115). ThousandOaks, CA: Sage.
Caplan, G. (1982). The family as a support system. In H. I. McCubbin, A. E. Cauble & J.
M. Patterson (Eds.), Family stress, coping, and social support (pp. 200-220).
Springfield, IL: Charles C. Thomas.
Carson, D. K., Chowdhury, A., Perry, C. K., & Pati, C. (1999). Familly characteristics
and adolescent competence in India: Investigation of youth in southern Orissa.
Journal of Youth and Adolescents, 28, 211-233.
CDC. (2011). CDC health disparities and inequalities report- United States 2011
Morbidity and Mortality Weekly Report (Vol. 60). Atlanta, GA.
Cellini, S. R., McKernan, S., & Ratcliffe, C. (2008). The dynamics of poverty in the
United States: A review of data, methods, and findings. Journal of Policy
Analysis and Management, 27, 577-605.

198

Chant, S. (2006). Re-thinking the feminization of poverty in relation to aggregate gender
indices. [Article]. Journal of Human Development, 7(2), 201-220. doi:
10.1080/14649880600768538
Chaskin, R. J., Brown, P., Venkatesh, S., & Vidal, A. (2001). Building community
capacity. New York: Aldine de Gruyter.
Cheah, C. S. L., & Chirkov, V. (2008). Parents' personal and cultural beliefs regarding
young children: A cross-cultural study of Aboriginal and Euro-Canandian
mothers. Journal of Cross-Cultural Psychology, 39, 402-423.
Chen, F., Bollen, K. A., Paxton, P., Curran, P. J., & Kirby, J. B. (2001). Improper
solutions in structural equation models: Causes, consequences, and strategies.
Sociological Methods & Research, 29(4), 468-508.
Cherlin, A. J. (2010). Demographic Trends in the United States: A Review of Research in
the 2000s. Journal of Marriage and Family, 72(3), 403-419. doi: 10.1111/j.17413737.2010.00710.x
Christian, M. D., & Barbarin, O. A. (2001). Cultural resources and psychological
adjustment of African American children: Effects of spirituality and racial
attribution. Journal of Black Psychology, 27(1), 43-63. doi:
10.1177/0095798401027001003
Christiansen, J., Christiansen, J. L., & Howard, M. (1997). Using protective factors to
enhance resilience and school success for at-risk students. Intervention in School
and Clinic, 33, 86-89.
Ciarrochi, J., Heaven, P. C. L., & Davies, F. (2007). The impact of hope, self-esteem, and
attributional style on adolescents' school grades and emotional well-being: A
longitudinal study. Journal of Research in Personality, 41(6), 1161-1178.
Cnaan, R. A., Wineburg, R. S., & Boddie, S. C. (1999). The newer ideal: Social work and
religion in partnership. New York, NY: Columbia University Press.
Cobb, S. (1976). Social support as a moderator of life stress. Psychosomatic Medicine,
38(September-October), 300-314.
Cohen, L., Ferguson, C., Harms, C., Pooley, J. A., & Tomlinson, S. (2011). Family
systems and mental health issues: a resilience approach. Journal of Social Work
Practice, 25(1), 109-125. doi: 10.1080/02650533.2010.533754
Cohen, S., & Wills, T. A. (1985). Stress, social support, and the buffering hypothesis.
Psychological Bulletin, 98(2), 310-357. doi: 10.1037/0033-2909.98.2.310
Collins, P. H. (1998). Fighting words: Black women and the search for justice.
Minneapolis: University of Minnesota Press.

199

Collins, P. H. (2000). Black feminist thought: Knowledge, consciousness, and the politics
of empowerment (2nd ed.). New York: Routledge.
Conger, R. D., & Conger, K. J. (2002). Resilience in midwestern families: Selected
findings from the first decade of a prospective, longitudinal study. [Article].
Journal of Marriage & Family, 64(2), 361-373.
Conger, R. D., Conger, K. J., Elder Jr, G. H., Lorenz, F. O., Simons, R. L., & Whitbeck,
L. B. (1992). A family process model of economic hardship and adjustement of
early adolescent boys. Child Development, 63, 526-541.
Conger, R. D., Conger, K. J., Elder Jr, G. H., Lorenz, F. O., Simons, R. L., & Whitbeck,
L. B. (1993). Family economic stress and adjustment of early adolescent girls.
Developmental Psychology, 29, 206-219.
Conger, R. D., Conger, K. J., & Martin, M. J. (2010). Socioeconomic Status, Family
Processes,and Individual Development. Journal of Marriage and Family, 72(3),
685-704. doi: 10.1111/j.1741-3737.2010.00725.x
Conger, R. D., & Donnellan, M. B. (2007). An interactionist perspective on the
socioeconomic context of human development. Annu. Rev. Psychol., 58, 175-199.
Conger, R. D., Elder Jr, G. H., Lorenz, F. O., Conger, K. J., Simons, R. L., Whitbeck, L.
B., et al. (1990). Linking economic hardship to marital quality and instability.
Journal of Marriage and the Family, 52, 643-656.
Conger, R. D., Ge, X., Elder Jr, G. H., Lorenz, F. O., & Simons, R. L. (1994). Economic
stress, coercive family process, and developmental problems of adolescents.
[Article]. Child Development, 65(2), 541-561. doi: 10.1111/14678624.ep9405315143
Conger, R. D., Wallace, L. E., Sun, Y., Simons, R. L., McLoyd, V. C., & Brody, G. H.
(2002). Economic pressure in African American families: A replication and
extension of the family stress model. Developmental Psychology, 38(2), 179-193.
doi: 10.1037/0012-1649.38.2.179
Connolly, C. M. (2006). A Feminist perspective of resilience in lesbian couples. [Article].
Journal of Feminist Family Therapy, 18(1/2), 137-162. doi: 10.1300/J086v18n0106
Corcoran, M., Danziger, S. K., & Tolman, R. (2004). Long term employment of AfricanAmerican and White welfare recipients and the role of persistent health and
mental health problems. Women & Health, 39(4), 21-40. doi:
10.1300/J013v39n04_02
Coulton, C. J., Korbin, J. E., & Su, M. (1996). Measuring neighborhood context for
young children in an urban area. American Journal of Community Psychology, 24,
5-32.
200

Cowan, C. P., Cowan, P. A., Kline Pruett, M., & Pruett, K. (2007). An approach to
preventing coparenting conflict and divorce in low‐income families:
Strengthening couple relationships and fostering fathers' involvement. Family
Process, 46(1), 109-121.
Cowdery, R. S., Scarborough, N., Knudson-Martin, C., Seshadri, G., Lewis, M. E., &
Mahoney, A. R. (2009). Gendered power in cultural contexts: Part II. Middle
class African American heterosexual couples with young children. Family
Process, 48(1), 25-39. doi: 10.1111/j.1545-5300.2009.01265.x
Coyle, J. P., Nochajski, T., Maguin, E., Safyer, A., DeWit, D., & Macdonald, S. (2009).
An exploratory study of the nature of family resilience in families affected by
parental alcohol abuse. Journal of Family Issues, 30(12), 1606-1623. doi:
10.1177/0192513x09339478
Crenshaw, K. (1989). Demarginalizing the intersection of race and sex: A Black feminist
critique of antidiscrimination doctrine, feminist theory and antiracist politics. U.
Chi. Legal F., 139.
Crosnoe, R., Mistry, R. S., & Elder Jr, G. H. (2002). Economic disadvantage, family
dynamics, and adolescent enrollment in higher education. [Article]. Journal of
Marriage & Family, 64(3), 690-702.
CSAT. (2004). Substance abuse treatment and family therapy Treatment improvement
protocol (TIP) series (Vol. 39). Rockville, MD: Substance Abuse and Mental
Health Services Administration.
D'Onofrio, B. M., & Lahey, B. B. (2010). Biosocial Influences on the family: A decade
review. Journal of Marriage and Family, 72(3), 762-782. doi: 10.1111/j.17413737.2010.00729.x
Danziger, S. K., Corcoran, M., Danziger, S. H., Helflin, C., Kalil, A., Levine, J., et al.
(1999). Barriers to the employment of welfare recipients. Ann Arbor, MI:
University of Michigan.
De Reus, L. A., Few, A. L., & Blume, L. B. (2005). Mulitcultural and critical race
feminisms. In V. L. Bengtson, A. C. Acock, K. R. Allen, P. Dilworth-Anderson &
D. M. Klein (Eds.), Sourcebook of family theory and research. Thousand Oaks:
Sage Publications, Inc.
DePanfilis, D. (1996). Social isolation of neglectful families: a review of social support
assessment and intervention models. Child Maltreatment, 1(1), 37-52.
Derogatis, L. R. (1993). Brief symptom inventory (BSI) administration, scoring, and
procedures manual (4th ed.). Minneapolis, MN: National Computer Systems.
Derogatis, L. R. (2000). BSI-18: Administration, scoring, and procedures manual.
Minneapolis: National Computer Systems.
201

Distelberg, B., & Taylor, S. (2012). Demystifying the roles of social support and family
resilience in accessing healthcare and employment resources among families
living in traditional public housing communities. Counseling and Family
Sciences. Loma Linda University.
Distelberg, B., & Taylor, S. D. (2010). Needs assessment study: Medical Center
residents. San Bernardino: Housing Authority of the County of San Bernardino.
Distelberg, B., & Taylor, S. D. (2011). Needs assessment study: Waterman Gardens
residents. San Bernardino: Housing Authority of the County of San Bernardino.
Dobalian, A., & Rivers, P. A. (2008). Racial and ethnic disparities in the use of mental
health services. [Article]. Journal of Behavioral Health Services & Research,
35(2), 128-141. doi: 10.1007/s11414-007-9097-8
Dominguez, S., & Watkins, C. (2003). Creating networks for survival and mobility:
Social capital among African-American and Latin-American low-income
mothers. Social Problems, 50(1), 111-135.
Donovan, S. (2010). HUD strategic plan FY 2010-2015. Washington D.C.: U.S.
Department of Housing and Urban Development,.
Dugan, T., & Coles, R. (Eds.). (1989). The child in our times: Studies in the development
of resiliency. New York: Brunner/Mazel.
Duncan Lane, C. L. (2011). Tracing the pink ribbon: Development of a family resilience
measure. Doctor of Philosophy Dissertation, Virginia Polytechnic Institute and
State University.
Dyk, P. (2004). Complexity of family among the low-income and working poor:
Introduction to the special issue. Family Relations, 53, 122-126.
Ellen, I. G., Mijanovich, T., & Dillman, K. N. (2001). Neighborhood effects on health:
exploring the links and assessing the evidence. Journal of Urban Affairs, 23(3‐
4), 391-408.
Elo, I. T., Mykyta, L., Margolis, R., & Culhane, J. F. (2009). Perceptions of
neighborhood disorder: The role of individual and neighborhood characteristics.
[Article]. Social Science Quarterly (Blackwell Publishing Limited), 90(5), 12981320. doi: 10.1111/j.1540-6237.2009.00657.x
Elsass, P. (1995). Strategies for survival: The psychology of cultural resilience in ethnic
minorities: NYU Press.
Erickson, R. C., Post, R. D., & Paige, A. B. (1975). Hope as a psychiatric variable.
Journal of Clinical Psychology; Journal of Clinical Psychology.
Erikson, E. H. (1963). Childhood and society (2nd ed.). New York: Norton.
202

Eshbaugh, E. M. (2010). Brief Report: Does mastery buffer the impact of stress on
depression among low-income mothers? [Article]. Journal of Poverty, 14(2), 237244. doi: 10.1080/10875541003712225
Evans, G. W., & Kantrowitz, E. (2002). Socioeconomic status and health: the potential
role of environmental risk exposure. Annual review of public health, 23(1), 303331.
Family structure. (n.d.). from Elsevier http://medicaldictionary.thefreedictionary.com/family+structure
Fauth, R. C., Leventhal, T., & Brooks-Gunn, J. (2008). Seven years later: Effects of a
neighborhood mobility program on poor Black and Latino adults' well-Being.
Journal of Health and Social Behavior, 49(2), 119-130.
Federal Interagency Forum on Child and Family Statistics. (2000). America's children.
Retrieved from http://www.childstats.gov/
Field, A. (2009). Discovering statistics using SPSS (3rd ed.). Thousand Oaks, CA: SAGE
Publications.
Fields, J. M., & Smith, K. E. (1998). Poverty, family structure, and child well-being:
Indicators from the SIPP. Paper presented at the Annual Meeting of the
Population Association of America (PAA), Chicago, IL.
http://www.census.gov/population/www/documentation/twps0023/twps
0023.html
Fiese, B. H., Tomcho, T. J., Douglas, M., Josephs, K., Poltrock, S., & Baker, T. (2002). A
review of 50 years of research on naturally-occurring family routines and rituals:
Cause for celebration? Journal of Family Psychology, 16(4), 381-390.
Fink, A. (2008). How to conduct surveys: A step-by-step guide. Thousand Oaks, CA:
Sage Publications, Inc.
Fischer, J., Corcoran, K., & Fischer, J. (2007). Measures for clinical practice and
research: A sourcebook. New York: Oxford University Press.
Fomby, P., & Cherlin, A. J. (2007). Family instability and child well-being. American
Sociological Review, 72, 181-204.
Friedman, E. H. (1985). Generation to generation: Family process in church and
synagogue. New York, NY: Guildford Press.
Frohlich, K. L., & Potvin, L. (1999). Health promotion through the lens of population
health: toward a salutogenic setting. [Article]. Critical Public Health, 9(3), 211.
Ganong, L., & Coleman, M. (2002). Family resilience in multiple contexts. [Article].
Journal of Marriage & Family, 64(2), 346-348.

203

Ganong, L., Coleman, M., Beckmeyer, J., Benson, J., Jamison, T., McCaulley, G., et al.
(2007a). Family processes of resilience: What helps low-income families thrive in
spite of adversity? (Research Brief): Department of Human Development and
Family Studies, University of Missouri.
Ganong, L., Coleman, M., Beckmeyer, J., Benson, J., Jamison, T., McCaulley, G., et al.
(2007b). Mental health challenges of low income families (H. E. S. Division,
Trans.). Columbia: University of Missouri, Lincoln University.
Gardner, D. L., Huber, C. H., Steiner, R., Vazquez, L. A., & Savage, T. A. (2008). The
development and validation of the Inventory of Family Protective Factors: A brief
assessment for family counseling. Family Journal: Counseling and Therapy for
Couples and Families, 16(2), 107-117.
Gardner, N. A. (2004). Does religious participation help keep adolescents in school?
Washington, D.C.: American Youth Policy Forum.
Garland, D. R. (1992). Church social work. St. Davids, PA: North American Association
of Christians in Social Work.
Garmezy, N. (1991). Resiliency and vulnerability to adverse developmental outcomes
associated with poverty. American Behavioral Scientist, 34, 416-430.
Garrett, M. T., & Pichette, E. F. (2000). Red as an apple: Native American acculturation
and counseling with or without reservation. [Article]. Journal of Counseling &
Development, 78(1), 3-13.
George, B. G. (1993). Strengthening the Parent School Partnership: Improving Access of
Minorities to School and Community Resources. Retrieved from http://0search.ebscohost.com.catalog.llu.edu/login.aspx?direct=true&db=eric&AN=E
D367444&site=ehost-live Available from EBSCOhost eric database.
Gergen, K. (1990). Understanding, narration, and the cultural construction of the self. In
J. Stigler, R. Shweder & G. Herdt (Eds.), Cultural psychology (pp. 596-606).
Cambridge: Cambridge University Press.
Gill, S. C., Butterworth, P., Rodgers, B., & Mackinnon, A. (2007). Validity of the mental
health component scale of the 12-item Short-Form Health Survey (MCS-12) as
measure of common mental disorders in the general population. Psychiatry
Research, 152(1), 63-71. doi: 10.1016/j.psychres.2006.11.005
Golby, B. J., & Bretherton, I. (1999). Resilience in post-divorce mother-child
relationships. In H. I. McCubbin, E. A. Thompson, A. I. Thompson & J. E.
Fromer (Eds.), Resiliency in families (pp. 237-269). Thousand Oaks: Sage.
Goldenberg, H., & Goldenberg, I. (2007). Family therapy: An overview (7th ed.).
Belmont, CA: Thomson Higher Education.

204

Golensky, M., & Mulder, C. A. (2006). Coping in a constrained economy: Survival
strategies of nonprofit and human service organizations. [Article]. Administration
in Social Work, 30(3), 5-24. doi: 10.1300/J147v30n03Ã±02
González-Guarda, R. M., McCabe, B. E., Florom-Smith, A., Cianelli, R., & Peragallo, N.
(2011). Substance abuse, violence, HIV, and depression: An underlying syndemic
factor among Latinas. Nursing research, 60(3), 182.
Gore, J. L., Krupski, T., Kwan, L., Fink, A., & Litwin, M. S. (2005). Mental health of
low income uinsured men with prostate cancer. The Journal of Urology, 173(4),
1323-1326.
Greeff, A. P., & Loubser, K. (2008). Spirituality as a resiliency quality in Xhosa-speaking
families in South Africa. [Article]. Journal of Religion & Health, 47(3), 288-301.
doi: 10.1007/s10943-007-9157-7
Greeff, A. P., Vansteenwegen, A., & Ide, M. (2006). Resiliency in families with a
member with a psychological disorder. [Article]. American Journal of Family
Therapy, 34(4), 285-300. doi: 10.1080/01926180600637465
Greenhill, J., King, D., Lane, A., & MacDougall, C. (2009). Understanding resilience in
South Australian farm families. [Article]. Rural Society, 19(4), 318-325.
Greider, T., & Krannich, R. S. (1985). Neighboring patterns, social support, and rapid
growth: a comparison analysis from three western communities. Sociological
Perspectives, 51-70.
Griner, D., & Smith, T. B. (2006). Culturally adapted mental health intervention: A metaanalytic review. Psychotherapy: Theory, Research, Practice, Training, 43(4),
531.
Guin, A., Jakes, S., & Roper, R. (2010). The impact of economic stress on youth and
families: Background paper for virtual summit. Raleigh, NC: North Caroline State
University.
Hackney, C. H., & Sanders, G. S. (2003). Religiosity and mental health: A Meta–
Analysis of recent studies. Journal for the Scientific Study of Religion, 42(1), 4355.
HACSB. (2012). Future residents/ participants Retrieved December 29, 2012, from
http://www.hacsb.com/residents/future-residents-participants
HACSB. (2013). 2012 Annual Report. San Bernardino, CA.
Hall, L. A., Williams, C. A., & Greenberg, R. S. (1985). Supports, stressors, and
depressive symptoms in low-income mothers of young children. [Article].
American Journal of Public Health, 75(5), 518-522.

205

Harris, K. A. (2003). Spirituality and religiousness: Defining concepts in psychotherapy.
Paper presented at the American Psychological Association- Research Conference
on Religion and Spirituality, Timonium, MD.
http://kaharris.iweb.bsu.edu/DefConceptEssay.htm
Harrison, A. O., Wilson, M. N., Pine, C. J., Chan, S. Q., & Buriel, R. (1990). Family
ecologies of ethnic minority children. [Article]. Child Development, 61(2), 347.
doi: 10.1111/1467-8624.ep5878985
Harvey, A. R., & Hill, R. B. (2004). Africentric youth and family rites of passage
program: Promoting resilience among at-risk African American youth. Social
Work, 49(1), 65-74.
Hatcher, J., & Hall, L. A. (2009). Psychometric properties of the Rosenberg Self-Esteem
Scale in African American single mothers. Issues in Mental Health Nursing,
30(2), 70-77. doi: 10.1080/01612840802595113
Hawley, D. R. (2000). Clinical implications of family resilience. American Journal of
Family Therapy, 28(2), 101-116.
Hernandez, P. (2002). Resilience in families and communities: Latin american
contributions from the psychology of liberation. [Article]. Family Journal, 10(3),
334-343.
HHS. (2003). Mental health: A report of the Surgeon General. Rockville, MD: U.S.
Department of Health and Human Services.
HHS. (2012). Temporary Assistance for Needy Families (TANF) Retrieved June 12,
2012, from http://www.hhs.gov/recovery/programs/tanf/index.html
Hill, R. (1958). Generic features of families under stress. Social Casework, 49, 139-150.
Hirsch, M., & Keller, E. F. (Eds.). (1990). Conflicts in feminism. London: Routledge.
Hodge, D. R. (2007). Releasing students from class for spiritual instruction: Does it
hinder academic performance? Children & Schools, 29(3), 161-171.
Hoe, M., & Brekke, J. S. (2008). Cross-ethnic measurement invariance of the Brief
Symptom Inventory for individuals with severe and persistent mental illness.
Social Work Research, 32(2), 71-78.
Horton, T. V., & Wallander, J. L. (2001). Hope and social support as resilience factors
against psychological distress of mothers who care for children with chronic
physical conditions. Rehabilitation Psychology, 46(4), 382.
Horwitz, A. V., Widom, C. S., McLaughlin, J., & White, H. R. (2001). The impact of
childhood abuse and neglect on later mental health: A prospective study.
[Article]. Journal of Health & Social Behavior, 42(2), 184-201.

206

Howell, J., Miller, P., Park, H. H., Sattler, D., Schack, T., Spery, E., et al. (2005).
Writing@CSU. Reliability and validity Retrieved July 1, 2012, from
http://writing.colostate.edu/guides/research/relval/
Hoyle, R. H. (2012). Handbook of structural equation modeling: Guilford Publication.
Hu, L., & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance structure
analysis: Conventional criteria versus new alternatives. Structural Equation
Modeling: A Multidisciplinary Journal, 6(1), 1-55.
HUD. (2011). Public housing Retrieved October 3, 2011, from
http://portal.hud.gov/hudportal/HUD?src=/program_offices/public_indian_
housing/programs/ph
HUD. (2012). Housing choice voucher family self-sufficiency Retrieved April 8, 2012,
from
http://portal.hud.gov/hudportal/HUD?src=/program_offices/public_indian_
housing/programs/hcv/fss
Hughes, L. (1994). The collected poems of Langston Hughes. New York, NY: Vintage.
Humeniuk, R., Ali, R., Babor, T. F., Farrell, M., Formigoni, M. L., Jittiwutikarn, J., et al.
(2008). Validation of the Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST). Addiction, 103(6), 1039-1047. doi: 10.1111/j.13600443.2007.02114.x
Humphreys, J. (2003). Resilience in sheltered battered women. Issues in Mental Health
Nursing, 24(2), 137-152.
Hunt, L., Schulhof, M., & Holmquist, S. (1998). Summary of the Quality Housing and
Work Responsibility Act of 1998 (Title V of P.L. 105-276) (O. o. P. a. I. Housing,
Trans.). Washington, D.C.: Office of Policy, Program, and Legislative Initiatives
Hwang, W. C., & Goto, S. (2009). The impact of perceived racial discrimination on the
mental health of Asian American and Latino college students. Asian American
Journal of Psychology, 8(1), 15-28.
Hyjer Dyk, P. (2004). Complexity of family life among the low-income and working
poor: introduction to the special issue. Family Relations, 53, 122-126.
Jackson, A. P. (1992). Well-being among single, Black, employed mothers. The Social
Service Review, 399-409.
Jackson, A. P. (1995). Psychological distress among single, employed, Black mothers
and their perceptions of their young children. Journal of Social Service Research,
19(3-4), 87-101.

207

Jackson, A. P., Brooks-Gunn, J., Huang, C.-C., & Glassman, M. (2000). Single mothers
in low-wage jobs: Financial strain, parenting, and preschoolers' outcomes. Child
Development, 71(5), 1409-1423. doi: 10.1111/1467-8624.00236
Jackson, A. P., & Scheines, R. (2005). Single mothers' self-efficacy, parenting in the
home environment, and children's development in a two-wave study. Social Work
Research, 29(1), 7-20.
Jenson, J. M., & Fraser, M. W. (2011). Social policy for children and families: A risk and
resilience perspective (2nd ed.). Thousand Oaks, CA: SAGE Publications, Inc.
Jesse, D. E., & Swanson, M. S. (2007). Risks and resources associated with antepartum
risk for depression among rural southern women. Nursing research, 56(6), 378.
Jesse, D. E., Walcott‐McQuigg, J., Mariella, A., & Swanson, M. S. (2005). Risks and
Protective Factors Associated With Symptoms of Depression in Low‐Income
African American and Caucasian Women During Pregnancy. Journal of
Midwifery & Women’s Health, 50(5), 405-410.
Johnson, K., Bryant, D. D., Collins, D. A., Noe, T. D., Strader, T. N., & Berbaum, M.
(1998). Preventing and reducing alcohol and other drug use among high-risk
youths by increasing family resilience. Social Work, 43(4), 297-308.
Jordan, J. V. (2006). Relational resilience in girls. In S. Goldstein & R. B. Brooks (Eds.),
Handbook of resilience in children (pp. 79-90). New York: Springer.
Joshi, P., Hardy, E., & Hawkins, S. (2009). The role of religiosity in the lives of the lowincome population: A comprehensive review of the evidence. Washington, D.C.:
U.S. Department of Health and Human Services.
Juby, C., & Rycraft, J. (2004). Family preservation strategies for families in poverty.
Families in Society, 85(4), 581-588.
Kagan, J. (1984). The nature of a child. New York: Basic Books.
Kaiser Family Foundation. (2001). The NPR/Kasier/Kennedy School Survey about
Poverty in America Retrieved February 17, 2012
Kaseman, M., & Austin, M. J. (2005). Building a faith-based human service agency: A
view from the inside. [Case Study]. Journal of Religion & Spirituality in Social
Work, 24(3), 69-91. doi: 10.1300/J377v24n03¬ï05
Kaslow, N. J., Price, A. W., Wyckoff, S., Grall, M. B., Sherry, A., Young, S., et al.
(2004). Person factors associated with suicidal behavior among African American
women and men. [Article]. Cultural Diversity & Ethnic Minority Psychology,
10(1), 5-22. doi: 10.1037/1099-9809.10.1.3

208

Keene, D., & Geronimus, A. (2011). Community-based support among African American
public housing residents. Journal of Urban Health, 88(1), 41-53. doi:
10.1007/s11524-010-9511-z
Keller, E. (2010). Cutting costs, keeping quality: Financing strategies for youth serving
organizations in a difficult economy. Washington, D.C.: The Finance Project.
Kelley, S. J., Whitley, D. M., & Campos, P. E. (2011). Behavior problems in children
raised by grandmothers: The role of caregiver distress, family resources, and the
home environment. Children and Youth Services Review, 33(11), 2138-2145. doi:
10.1016/j.childyouth.2011.06.021
Kessler, R. C., & Magee, W. J. (1993). Childhood adversities and adult depression: Basic
patterns of association in a US National Survey. Psychological Medicine, 23, 679690.
KewalRamani, A. (2007). Status and trends in the education of racial and ethnic
minorities: DIANE Publishing.
King, D. (1988). Multiple jeopardy, multiple consciousness: The context of a Black
feminist ideology. Signs: Journal of Women in Culture and Society, 14(1), 42-72.
Kline, R. B. (2011). Principles and practice of structural equation modeling (3rd ed.):
Guilford press.
Knight, S. J., Latini, D. M., Hart, S. L., Sadetsky, N., Kane, C. J., DuChane, J., et al.
(2007). Education predicts quality of life among men with prostate cancer cared
for in the Department of Veterans Affairs. [Article]. Cancer (0008543X), 109(9),
1769-1776. doi: 10.1002/cncr.22597
Koenig, H. G. (2008). Medicine, religion, and health: Where science and spirituality
meet West Conshohocken, PA: Templeton Foundation Press.
Kunz, J., & Kalil, A. (1999). Self-esteem, self-efficacy, and welfare use. Social Work
Research, 23(2), 119-126.
Lachman, M. E., & Weaver, S. L. (1998). The sense of control as a moderator of social
class differences in health and well-being. Journal of Personality and Social
Psychology, 74(3), 763.
Landau, J. (2010). Communities that care for families: The LINC model for enhancing
individual, family, and community resilience. American Journal of
Orthopsychiatry, 80(4), 516-524. doi: 10.1111/j.1939-0025.2010.01054.x
Lane, D. M. (Producer). (n.d., January 22, 2013). Transformations. Online statistics
education: A multimedia course of study. Retrieved from
http://onlinestatbook.com/2/transformations/contents.html

209

Lazarus, R., & Folkman, S. (1984). Stress, appraisal, and coping. New York: Springer
Publishing Co.
Levenson, H. (1973). Multidimensional locus of control in psychiatric patients. Journal
of Consulting and Clinical Psychology, 41(3), 397-404. doi: 10.1037/h0035357
Levenson, H. (1975). Additional dimension of internal-external control [Article]. Journal
of Social Psychology, 97(2), 303.
Lever, J. P., Pinol, N. L., & Uralde, J. H. (2005). Poverty, psychological resources and
subjective well-being. Social Indicators Research, 73, 375-408.
Lewin, K. (1938). The conceptual representation and the measurement of psychological
forces.
Lillard, D. R., & Price, J. (2007). The impact of religion on the lives of disadvantaged
youth.
Lin, J., Thompson, M. P., & Kaslow, N. J. (2009). The mediating role of social support in
the community environment- psychological distress link among low-income
African American women. [Article]. Journal of Community Psychology, 37(4),
459-470.
Livermore, M. M., & Powers, R. S. (2006). Employment of unwed mothers: The role of
government and social support. Journal of Family and Economic Issues, 27(3),
479-494. doi: 10.1007/s10834-006-9027-6
Lloyd, C. M., & Rosman, E. (2005). Exploring mental health outcomes for low-income
mothers of children with special needs: implications for policy and practice.
Infants & Young Children: An Interdisciplinary Journal of Special Care
Practices, 18(3), 186-199.
Luthar, S., & Zigler, E. (1991). Vulnerability and competence: A review of research on
resilience in childhood. American Journal of Orthopsychiatry, 61, 6-22.
Luthar, S. S., Cicchetti, D., & Becker, B. (2000). The construct of resilience: A critical
evaluation and guidelines for future work. Child Development, 71(3), 543-562.
doi: 10.1111/1467-8624.00164
Macdermid Wadsworth, S. M. (2010). Family risk and resilience in the context of war
and terrorism. [Article]. Journal of Marriage & Family, 72(3), 537-556. doi:
10.1111/j.1741-3737.2010.00717.x
Mancini, J. A., Martin, J., & Bowen, G. L. (2003). Community capacity. In T. P. Gullota
& M. Bloom (Eds.), Encyclopedia of primary prevention and health promotion
(pp. 319-330). New York: Kluwer Academic/ Plenum.

210

Mandleco, B. L. (2000). An Organizational framework for conceptualizing resilience in
children. Journal of Child and Adolescent Psychiatric Nursing, 13(3), 99-112.
doi: 10.1111/j.1744-6171.2000.tb00086.x
Mann, M. M., Hosman, C. M. H., Schaalma, H. P., & De Vries, N. K. (2004). Selfesteem in a broad-spectrum approach for mental health promotion. Health
Education Research, 19(4), 357-372.
MapQuest Inc. (n.d.). MapQuest map builder: San Bernardino County school districts
Retrieved December 29, 2012, from
http://www.mapquest.com/tools/mapbuilder
Masten, A. S. (2001). Ordinary magic: Resilience processes in development. American
Psychologist, 56, 227-238.
Masten, A. S., & Coatsworth, J. D. (1998). The development of competence in favorable
and unfavorable environments: Lessons from research on successful children.
American Psychologist, 53, 205-220.
Mayers, R. S., Kail, B. L., Watts, T. D., & Ramos, J. (1993). Hispanic substance abuse.
Springfield, IL: Charles C. Thomas Publishing.
Mays, V. M. (1986). Identity development of Black Americans: The role of history and
the importance of ethnicity. American Journal of Psychotherapy, 40, 582-593.
McCloud, S. (2007). Putting some class into religious studies: Resurrecting an important
concept. Journal of the American Academy of Religion, 75(4), 840-862.
McCreary, L. L., & Dancy, B. L. (2004). Dimensions of family functioning: Perspectives
of low-income African American single-parent families. [Article]. Journal of
Marriage & Family, 66(3), 690-701. doi: 10.1111/j.0022-2445.2004.00047.x
McCubbin, H. I., Futrell, E. A., Thompson, E. A., & Thompson, A. I. (1998). Resilient
families in an ethnic and cultural context. In H. I. McCubbin, E. A. Thompson, A.
I. Thompson & J. E. Fromer (Eds.), Resiliency in families (pp. 329-351).
Thousand Oaks: Sage.
McCubbin, H. I., Joy, C. B., Cauble, A. E., Comeau, J. K., Patterson, J. M., & Needle, R.
H. (1980a). Family stress and coping: A decade review. [Article]. Journal of
Marriage & Family, 42(4), 855.
McCubbin, H. I., Joy, C. B., Cauble, A. E., Comeau, J. K., Patterson, J. M., & Needle, R.
H. (1980b). Family stress and coping: A decade review. Journal of Marriage and
the Family, 42(4), 855-871.
McCubbin, H. I., & McCubbin, M. A. (1988). Typologies of resilient families: Emerging
roles of social class and ethnicity. [Article]. Family Relations, 37(3), 247.

211

McCubbin, H. I., & McCubbin, M. A. (1992). Research utilization in social work practice
of family treatment. In A. J. Grasso & I. Epstein (Eds.), Research utilization in the
social sciences: Innovations for practice and administration (pp. 149-192). New
York City, NY: Haworth.
McCubbin, H. I., McCubbin, M. A., Thompson, A. I., & Thompson, E. A. (1995).
Resiliency in ethnic families: A conceptual model for predicting family
adjustment and adaptation. In H. I. McCubbin, E. A. Thompson & J. E. Fromer
(Eds.), Resiliency in ethnic minority families: Native and immigrant american
families (pp. 3-48). Madison: University of Wisconsin Press.
McCubbin, H. I., & Patterson, J. M. (1983). Family stress and adapatation to crises: A
Double ABCX Model of family behavior. In D. H. Olson & R. C. Miller (Eds.),
Family studies review yearbook: Volume 1 (Vol. 1, pp. 87-106). Beverly Hills,
CA: Sage.
McCubbin, H. I., Thompson, A. I., & Elver, K. M. (1996). Family Coping Index
(FAMCI). In H. I. McCubbin, A. I. Thompson & M. A. McCubbin (Eds.), Family
assessment resiliency, coping, and adaptation. Inventories for research and
practice. Madison: Madison University of Wisconsin Press.
McCubbin, H. I., Thompson, A. I., & McCubbin, M. A. (1996). Family assessment:
Resiliency, coping, and adaptation: Inventories for research and practice.
Madison, WI: University of Wisconsin Publishers.
McDonough, P., Duncan, G. J., Williams, D., & House, J. (1997). Income dynamics and
adult mortality in the United States, 1972 through 1989. American Journal of
Public Health, 87(9), 1476-1483.
McGlotten, S., Davis, D.-A., & Agard-Jones, V. (2009). Black gender and sexuality:
Spatial articulations. [Article]. Souls: A Critical Journal of Black Politics, Culture
& Society, 11(3), 225-229. doi: 10.1080/10999940903088119
McKnight, J. L. (1997). A 21st-century map for healthy communities and families.
Families in Society, 78, 117-127.
McLoyd, V. C. (1990). The impact of economic hardship on Black families and children:
Psychological distress, parenting, and socioemotional Development. [Article].
Child Development, 61(2), 311. doi: 10.1111/1467-8624.ep5878984
Meara, E. (2006). Welfare reform, employment, and drug and alcohol use among lowincome women. [Article]. Harvard Review of Psychiatry, 14(4), 223-232. doi:
10.1080/10673220600883150
Mednick, L., Cogen, F., Henderson, C., Rohrbeck, C. A., Kitessa, D., & Streisand, R.
(2007). Hope more, worry less: Hope as a potential resilience factor in mothers of
very young children with type 1 diabetes. Children's Healthcare, 36(4), 385-396.

212

Melges, F. T., & Bowlby, J. (1969). Types of hopelessness in psychopathological
process. Archives of General Psychiatry, 20(6), 690.
Mertler, C. A., & Vannatta, R. A. (2005). Advanced and multivariate statistical methods
(3rd ed.). Glendale, CA: Pyrczak Publishing.
Metsch, L. R., Pereyra, M., Miles, C. C., & McCoy, C. B. (2003). Welfare and Work
Outcomes after Substance Abuse Treatment. [Article]. Social Service Review,
77(2), 237.
Metsch, L. R., & Pollack, H. A. (2005). Welfare reform and substance abuse. Milbank
Quarterly, 83(1), 65-99.
Mindel, C. H., & Hoefer, R. A. (2006). An evaluation of a family strengthening program
for substance abuse offenders. [Article]. Journal of Social Service Research,
32(4), 23-38.
Mistry, R. S., Vandewater, E. A., Huston, A. C., & McLoyd, V. C. (2002). Economic
well-being and children's social adjustment: The role of family process in an
ethnically diverse low-income sample. Child Development, 73, 935-951.
Morgenstern, J., McCrady, B. S., Blanchard, K. A., McVeigh, K. H., Riordan, A., &
Irwin, T. W. (2003). Barriers to employability among substance dependent and
nonsubstance-affected women on federal welfare: Implications for program
design. Journal of Studies on Alcohol, 64(2), 239-246.
Mujahid, M., Diez Roux, A., Morenoff, J., & Raghunathan, T. (2007). Assessing the
measurement properties of neighborhood scales: From psychometrics to
ecometrics. American Journal of Epidemiology, 165, 858-867.
Mullin, W. J., & Arce, M. (2008). Resilience of families living in poverty. [Article].
Journal of Family Social Work, 11(4), 424-440.
Mullings, L. (2005). Resistance and resilience: The Sojourner Syndrome and the social
context of reproduction in Central Harlem [Article]. Transforming Anthropology,
13(2), 79-91.
Musil, C., Jones, S. L., & Warner, C. D. (1998). Structural equation modeling and its
relationship to multiple regression and factor analysis. Research in Nursing &
Health, 21, 271-281.
Musil, C., Warner, C., Zauszniewski, J., Wykle, M., & Standing, T. (2009). Grandmother
caregiving, family stress and strain, and depressive symptoms. Western Journal of
Nursing Research, 31(3), 389-408. doi: 10.1177/0193945908328262
National Center for Education Statistics. (n.d.). Common core of data: Build a table.
Retrieved December 27, 2012, from Department of Education
http://nces.ed.gov/ccd/bat/
213

National Drug Intelligence Center. (2011). Economic impat of illicit drug use on
American society (U.S. Department of Justice, Trans.). Washington, D.C.
National Housing Law Project. (2002). False hope: A critical assessment of the HOPE VI
public housing redevelopment program.
National Poverty Center. (2012). Poverty in the United States Retrieved August 8, 2012,
from http://www.npc.umich.edu/poverty/ - 2
National Scientific Council. (2007). The science of early childhood development: Closing
the gap between what we know and what we do. Boston: Center on the
Developing Child at Harvard University.
Nelson, P. T. (1989a). Involving families in substance abuse prevention. [Article]. Family
Relations, 38(3), 306-310.
Nelson, P. T. (1989b). Involving families in substance abuse prevention. Family
Relations, 306-310.
Nelson, T. J. (2009). At ease with our own kind: Worship practices and class segregation
in American relgion. In S. McCloud & W. A. Mirola (Eds.), Religion and class in
America: Culture, history, and politics. Boston: Brill Academic.
Newcombe, D. A. L., Humeniuk, R. E., & Ali, R. (2005). Validation of the World Health
Organization Alcohol, Smoking and Substance Involvement Screening Test
(ASSIST): Report of results from the Australian site. Drug and Alcohol Review,
24(3), 217-226. doi: 10.1080/09595230500170266
Oakley, D., & Burchfield, K. (2009). Out of the projects, still in the hood: The spatial
constraints on public housing residents' relocation in Chicago. Journal of Urban
Affairs, 31(5), 589-614.
Oberwittler, D. (2007). The effects of neighbourhood poverty on adolescent problem
behaviours: A multi-level analysis differentiated by gender and ethnicity.
[Article]. Housing Studies, 22(5), 781-803. doi: 10.1080/02673030701474727
OECD. (2012). The future of families to 2030. from OECD Publishing
http://dx.doi.org/10.1787/9789264168367-en
Office of Applied Studies. (2010). Results from the 2009 national survey on drug use and
health: Volume I summary of national findings (Substance Abuse and Mental
Health Services Administration, Trans.). Rockville, MD: U.S. Department of
Health and Human Services,.
Olson, D. H. (1986). Circumplex Model VII validation studies and FACES-III. Family
Process, 25(337-351).

214

Olson, D. H. (2000). Circumplex model of marital and family sytems. Journal of Family
Therapy, 22(2), 144-167.
Orthner, D. K. (1996). Families in poverty. Journal of Family Issues, 17(5), 588-592. doi:
10.1177/019251396017005001
Orthner, D. K., Jones-Sanpei, H., & Williamson, S. (2004). The resilience and strengths
of low-income families. [Article]. Family Relations, 53(2), 159-167.
Osmond, M. W., & Thorne, B. (1993). Feminist theories: The social construction of
gender in families and society. In P. G. Boss, W. J. Doherty, R. LaRossa, W. R.
Schumm & S. K. Steinmetz (Eds.), Sourcebook of family theories and methods: A
contextual approach (pp. 591-622). New York: Plenum.
Overstreet, S., & Braun, S. (1999). A preliminary examination of the relationship
between exposure to community violence and academic functioning. School
Psychology Quarterly, 14(4), 380-396.
Papero, A. I. (2005). Is early, high-quality daycare an asset for the children of lowincome, depressed mothers? Developmental Review, 25, 181-211.
Paranjape, A., & Kaslow, N. (2010). Family violence exposure and health outcomes
among older African American women: Do spirituality and social support play
protective roles? . Journal of Women's Health (15409996), 19(10), 1899-1904.
doi: 10.1089/jwh.2009.1845
Parke, R. D., Coltrane, S., Duffy, S., Buriel, R., Dennis, J., Powers, J., et al. (2004).
Economic stress, parenting, and child adjustment in Mexican American and
European American families. Child Development, 75(6), 1632-1656.
Parkerson, G. R., Broadhead, W. E., & Tse, C.-k. J. (1990). The Duke Health Profile: A
17-item measure of health and dysfunction. Medical Care, 28(11), 1056-1072.
doi: 10.1097/00005650-199011000-00007
Parkes, A., Kearns, A., & Atkinson, R. (2002). "What makes people dissatisfied with
their neighborhoods?". Urban Studies (Sage Publications, Ltd.), 39, 2413-2438.
Patterson, G. R. (1982). Coercive family process. Eugene, OR: Castalia.
Patterson, G. R., Reid, J. G., & Dishion, T. J. (1992). Antisocial boys. Eugene, OR:
Castalia.
Patterson, J. (2002a). Integrating family resilience and family stress theory. Journal of
Marriage & Family, 64(2), 349-361.
Patterson, J. (2002b). Understanding family resilience. Journal of Clinical Psychology,
58, 233-246.

215

Pedersen, S., Seidman, E., Yoshikawa, H., Rivera, A. C., Allen, L., & Aber, J. L. (2005).
Contextual competence: Multiple manifestations among urban adolescents.
American Journal of Community Psychology, 35(1), 65-82.
Phinney, J. S. (1992). The Multigroup Ethnic Identity Measure. Journal of Adolescent
Research, 7(2), 156-176. doi: 10.1177/074355489272003
Place, M., Reynolds, J., Cousins, A., & O'Neill, S. (2002). Developing a resilience
package for vulnerable children. Child & Adolescent Mental Health, 7, 162-167.
Polkki, P., Ervast, S., & Huupponen, M. (2004). Coping and resilience of children of a
mentally ill parent. Social Work in Health Care, 39(1/2), 151-163.
Ponzetti, J. J., & Long, E. (1989). Healthy family functioning: A review and critique.
Family Therapy.
Popkin, S. J., Katz, B., Cunningham, M. K., Brown, K. D., Gustafson, J., & Turner, M.
A. (2004). A decade of HOPE VI: Research and findings and policy challenges.
Retrieved from http://www.urban.org/UploadedPDF/411002_HOPEVI.pdf
Power, A. K. (2010). Transforming the nation's health: next steps in mental health
promotion. American Journal of Public Health, 100(12), 2343-2346. doi:
10.2105/ajph.2010.192138
Prince Cooke, L., & Baxter, J. (2010). “Families” in international context: Comparing
institutional effects across western societies. Journal of Marriage and Family,
72(3), 516-536. doi: 10.1111/j.1741-3737.2010.00716.x
Quillian, L., & Pager, D. (2001). Black neighbors, higher crime? The role of racial
stereotypes in evaluations of neighborhood crime. American Journal of Sociology,
107, 717-767.
Radey, M. (2008). The influence of social supports on employment for Hispanic, Black,
and White unmarried mothers. Journal of Family and Economic Issues, 29(3),
445-460. doi: 10.1007/s10834-008-9111-1
Rank, M. R. (2009). Measuring the economic racial divide across the course of American
lives. Race and Social Problems, 1, 57-66.
Raykov, T., & Marcoulides, G. A. (2006). A first course in structural equation modeling
(2nd ed.). New York: Taylor and Francis Group.
Reed, P. G. (1986a). Religiousness among terminally ill and healthy adults. Research in
Nursing & Health, 9(1), 35-41.
Reed, P. G. (1986b). Religiousness among terminally ill and healthy adults. Research in
Nursing & Health, 9, 35-42.

216

Reed, P. G. (1987). Spirituality and well‐being in terminally ill hospitalized adults.
Research in Nursing & Health, 10(5), 335-344.
Rew, L., Wong, Y. J., & Sternglanz, R. W. (2004). The relationship between prayer,
health behaviors, and protective resources in school-age children. Issues in
Comprehensive Pediatric Nursing, 27(4), 245-255.
Riley, A., Valdez, C., Barrueco, S., Mills, C., Beardslee, W., Sandler, I., et al. (2008).
Development of a family-based program to reduce risk and promote resilience
among families affected by maternal depression: Theoretical basis and program
description. [Article]. Clinical Child & Family Psychology Review, 11(1/2), 1229. doi: 10.1007/s10567-008-0030-3
Riolo, S. A., Nguyen, T. A., Greden, J. F., & King, C. A. (2005). Prevalence of
depression by race/ethnicity: Findings from the National Health and Nutrition
Examination Survey III. American Journal of Public Health, 95(6), 998-1000.
doi: 10.2105/ajph.2004.047225
Robinson, L. (2007). Cross-cultural child development for social workers: An
introduction. Basingstoke, UK: Palgrave Macmillan.
Rollins, J. H., Saris, R. N., & Johnston-Robledo, I. (2001). Low-income women speak
out about housing: A high-stakes game of musical chairs. Journal of Social
Issues, 57(2), 277-298.
Rosenberg, M. (1979). Conceiving the self. New York: Basic Books.
Ross, C. E., & Mirowsky, J. (2008). Neighborhood socioeconomic status and health:
Context or composition. City and Community, 7(1630179).
Rutter, M. (1985). Resilience in the face of adversity: Protective factors and resistance to
pyschiatric disorder. British Journal of Psychiatry, 147, 598-611.
Rutter, M. (1987). Psychosocial resilience and protective mechanisms. American Journal
of Orthopsychiatry, 57, 316-331.
Salamon, L. M., & Teitelbaum, A. (1984). Religious congregations as social service
agencies: How extensive are they? Foundation News, 62-65.
SAMHSA. (2004). Children of alcoholics: A guide to community action. Data Spotlight
Retrieved February 17, 2012, from
http://store.samhsa.gov/shin/content/MS939/MS939.pdf
SAMHSA. (2010). Mental health, United States, 2008. Rockville, MD: Center for Mental
Health Services, Substance Abuse and Mental Health Services Administration.

217

SAMHSA. (2011a). Leading change: A plan for SAMHSA's roles and actions 20112014. Rockville, MD: Substance Abuse and Mental Health Services
Administration.
SAMHSA. (2011b). Results from the 2010 National Survey on Drug Use and Health:
Summary of national findings NSDUH Series H-41. Rockville, MD: Substance
Abuse and Mental Health Services Administration.
SAMHSA. (2011c, February 14, 2011). SAMHSA's eight new strategic initiatives
Retrieved February 16, 2012, from
http://www.samhsa.gov/about/strategy.aspx
Sampson, R. J., & Raudenbush, S. W. (2004). Seeing disorder: Neighborhood stigma and
the social construction of "broken windows". Social Psychology Quarterly, 67,
319-342.
Sandau-Beckler, P. A., Devall, E., & de la Rosa, I. A. (2002). Strengthening family
resilience: Prevention and treatment for high-risk substance-affected families.
[Article]. Journal of Individual Psychology, 58(3), 305.
Schawdel, P. (2008). Poor teenagers' religion. Sociology of Religion, 69(2), 125-149.
SchoolDistrictFinder.com. (2012). Find school districts Retrieved December 30, 2012,
from http://www.schooldistrictfinder.com/index.html
Schott, L., & Pavetti, L. (2010). Federal TANF funding shrinking while need remains
high. Washington, D.C.: Center on Budget and Policy Priorities.
Seccombe, K. (2002). 'Beating the Odds' Versus 'Changing the Odds': Poverty,
Resilience, and Family Policy. [Article]. Journal of Marriage & Family, 64(2),
384-394.
Serbin, L. A., & Karp, J. (2004). The intergenerational transfer of psychosocial risk:
Mediators of vulnerability and resilience. Annu. Rev. Psychol., 55, 333-363.
Services, U. S. D. o. H. a. H. (2001). Mental health: Culture, Race, and Ethnicity- a
supplement to mental health: A Report of the Surgeon General. Rockville, MD:
U.S. Department of Health and Human Services,
Substance Abuse and Mental Health Services Administration,
Center for Mental Health Services.
Shaikh, A., & Kauppi, C. (2010). Deconstructing resilience: Myriad conceptualizations
and interpretations. International Journal of Arts and Sciences, 3(15), 155-176.

218

Shenassa, E. D., Allison, L., & Ezeamama, A. (2006). Perceived safety of area of
residence and exercise: A Pan-European study. American Journal of
Epidemiology, 163, 1012-1017.
Sherman, A., & Stone, C. (2010). Income gaps between very rich and everyone else
morethan tripled in last three decades, new data show. Washington D.C.: Center
on Budget and Policy Priorities.
Shetgiri, R., Kataoka, S. H., Ryan, G. W., Askew, L. M., Chung, P. J., & Schuster, M. A.
(2009). Risk and resilience in Latinos: A community-based participatory research
study. American Journal of Preventive Medicine, 37(6, Suppl 1), S217-S224. doi:
10.1016/j.amepre.2009.08.001
Shin, S. H., Choi, H., Kim, M. J., & Kim, Y. H. (2010). Comparing adolescents’
adjustment and family resilience in divorced families depending on the types of
primary caregiver. [Article]. Journal of Clinical Nursing, 19(11/12), 1695-1706.
doi: 10.1111/j.1365-2702.2009.03081.x
Shook, S. E., Jones, D. J., Forehand, R., Dorsey, S., & Brody, G. (2010). The mother–
coparent relationship and youth adjustment: A study of African American singlemother families. Journal of Family Psychology, 24(3), 243-251. doi:
10.1037/a0019630
Siefert, K., Bowman, P. J., Heflin, C. M., Danziger, S., & Williams, D. R. (2000). Social
and environmental predictors of maternal depression in current and recent welfare
recipients. American Journal of Orthopsychiatry, 70(4), 510-522. doi:
10.1037/h0087688
Simeonsson, R. (1995). Risk, resilience, and prevention: Promoting the well-being of all
children. Baltimore: Brookes.
Simmons, L. A., Braun, B., Wright, D. W., & Miller, S. R. (2007). Human capital, social
support, and economic well-being among rural, low-income mothers: A latent
growth curve analysis. Journal of Family and Economic Issues, 28(4), 635-652.
doi: 10.1007/s10834-007-9079-2
Simon, J. B., Murphy, J. J., & Smith, S. M. (2005). Understanding and fostering family
resilience. Family Journal Counseling and Therapy for Couples and Families,
13(4), 427-436.
Simons, R. L., & Simons, L. G. (2011). Harsh parenting, genetic variation, and intimate
partner violence: Evidence in support of the differential susceptibility perspective.
Paper presented at the National Council of Family Relations, Orlando, FL.
Sipe, J. W., & Doherty, W. J. (1993). What they don't teach in graduate school: Family
systems research in the real world [Article]. American Journal of Family Therapy,
21(2), 99-110.

219

Smokowski, P. R., Mann, E. A., Reynolds, A. J., & Fraser, M. W. (2004). Childhood risk
and protective factors and late adolescent adjustment in inner city minority youth.
Children and Youth Services Review, 26, 63-91.
Snell-Johns, J., Mendez, J. L., & Smith, B. H. (2004). Evidence-based solutions for
overcoming access barriers, decreasing attrition, and promoting change in
underserved families. Journal of Family Psychology, 18, 19-35.
Snyder, C. R., Sympson, S. C., Ybasco, F. C., Borders, T. F., Babyak, M. A., & Higgins,
R. L. (1996). Development and validation of the State Hope Scale. Journal of
Personality and Social Psychology, 70(2), 321-335.
. Sojourner Truth's "Ain't I a Woman?". (n.d.). Nolo: Law for all Retrieved March 19,
2012, from http://www.nolo.com/legal-encyclopedia/content/truth-womanspeech.html
Solantaus, T., Leinonen, J., & Punamäki, R.-L. (2004). Children's mental health in times
of economic recession: Replication and extension of the Family Economic Stress
Model in Finland. Developmental Psychology, 40(3), 412-429. doi:
10.1037/0012-1649.40.3.412
Sonn, C. C., & Fisher, A. T. (1998). Sense of community: Community resilient responses
to oppression and change. Journal of Community Psychology, 26(5), 457-472.
Sparks, A., Peterson, N. A., & Tangenberg, K. (2005). Belief in personal control among
low-income African American, Puerto Rican, and European American single
mothers. Affilia, 20(4), 401-415.
Staggs, S. L., Long, S. M., Mason, G. E., Krishnan, S., & Riger, S. (2007). Intimate
partner violence, social support, and employment in the post-welfare reform era.
Journal of Interpersonal Violence, 22(3), 345-367.
Stanlely, S. M., Markman, H. J., & Whitton, S. W. (2002). Communication, conflict, and
commitment: Insights on the foundations of relationship success from a national
survey. Family Process, 41(4), 659-675.
Stansfeld, S. A., Head, J., & Marmot, M. G. (1998). Explaining social class differences in
depression and well-being. [Article]. Social Psychiatry & Psychiatric
Epidemiology, 33(1), 1.
Stinnett, N., & DeFrain, J. (1985). Secrets of strong families. Boston, MA: Little, Brown,
& Co.
Stokols, D. (1992). Establishing and maintaining health environments: Toward a social
ecology of health promotion. American Psychologist, 47, 6-22.
Sullivan, S. (2006). The work-faith connection for low-income mothers: A research note.
Sociology of Religion, 67(1), 99-108.
220

Taylor, R. D. (2010). Risk and resilience in low-income African American families:
Moderating effects of kinship social support. Cultural Diversity and Ethnic
Minority Psychology, 16(3), 344-351. doi: 10.1037/a0018675
Taylor, R. D. (2011). Kin support and parenting practices among low-income African
American mothers: moderating effects of mothers' psychological adjustment.
Journal of Black Psychology, 37(1), 3-23. doi: :10.1177/0095798410372623
Taylor, R. D., Casten, R., & Flickinger, S. (1993). The influence of kinship social support
on the parenting experiences and psychological adjustment of African-American
adolescents. Developmental Psychology, 29, 382-388.
Taylor, R. D., Seaton, E., & Dominguez, A. (2008). Kinship support, family relations,
and psychological adjustment among low-income African American mothers and
adolescents. Journal of Research on Adolescence, 18(1), 1-22.
Tellez, M., Woosung, S., Burt, B. A., & Ismail, A. I. (2006). Assessment of the
relationship between neighborhood characteristics and dental caries severity
among low-income African-Americans: A multilevel approach. Journal of Public
Health Dentistry, 66(1), 30-36.
The Center on Addiction and the Family. (n.d.). Effects of parental substance abuse on
children and families Retrieved February 20, 2012, from
http://www.coaf.org/professionals/effects .htm
Thomas, D., & Frankenberg, E. (2002). Health, nutrition and prosperity: a
microeconomic perspective. BULLETIN-WORLD HEALTH ORGANIZATION,
80(2), 106-113.
Thompson, L., & Walker, A. J. (1995). The place of feminism in family studies. Journal
of Marriage and the Family, 57, 847-865.
Todd, J. L., & Worell, J. (2000). Resilience in low-income, employed, African American
women. Psychology of Women Quarterly, 24(2), 119-128.
Trisi, D., Sherman, A., & Broaddus, M. (2011). Poverty rate second-highest in 45 years;
record numbers lacked health insurance, lived in deep poverty. Washington D.C.:
Center on Budget and Policy Priorities.
Trivette, C. M., Dunst, C. J., Deal, A. G., Hamer, A. W., & Propst, S. (1990). Assessing
family strengths and family functioning style. Topics in Early Childhood Special
Education, 10(1), 16-35.
U.S. Census Bureau. (2010a). 2011 American community survey 1-year: San Bernardino
County school districts. Retrieved December 26, 2012, from Department of
Labor
http://factfinder2.census.gov/faces/nav/jsf/pages/searchresults.xhtml?refr
esh=t - none
221

U.S. Census Bureau. (2010b). State and county quickfacts: San Bernardino County, CA
Retrieved March 1, 2012, from http://quickfacts.census.gov
Ungar, M. (2002). Alliances and power: Understanding social-worker community
relationships. Canadian Social Work Review, 19(2), 227-244.
Ungar, M. (2005). A thicker description of resilience. The International Journal of
Narrative Therapy and Community Work, 3 & 4, 89-96.
Ungar, M. (2010). Families as navigators and negotiators: Facilitating culturally and
contextually specific expressions of resilience. [Article]. Family Process, 49(3),
421-435. doi: 10.1111/j.1545-5300.2010.01331.x
Ungar, M. (2011). Community resilience for youth and families: Facilitative physical and
social capital in contexts of adversity. Children and Youth Services Review, 33,
1742-1748.
Vaillant, G. E. (1993). The wisdom of the ego. Cambridge: First Harvard University
Press.
Valentine, S., Silver, L., & Twigg, N. (1999). Locus of control, job satisfaction, and job
complexity: The role of perceived race discrimination. Psychological Reports,
84(3c), 1267-1273.
Van der Meer Sanchez, Z., De Oliveira, L. G., & Nappo, S. A. (2008). Religiosity as a
protective factor against the use of drugs. Substance use & misuse, 43(10), 14761486.
van Olphen, J., Schulz, A., Israel, B., Chatters, L., Klem, L., Parker, E., et al. (2003).
Religious involvement, social support, and health among African American
women on the east side of Detroit. Journal of General Internal Medicine: Official
Journal of the Society for Research and Education in Primary Care Internal
Medicine, 18(7), 549-557.
VanBreda, A. D. (2001). Resilience theory: A literature review (S. W. R. Development,
Trans.). Pretoria, South Africa: South African Military Health Service, Military
Pscychological Institute,.
Vandergriff-Avery, M., Anderson, E. A., & Braun, B. (2004). Resiliency capacities
among rural low-income families. Families in Society, 85(4), 562-570.
Vandsburger, E., Harrigan, M., & Biggerstaff, M. (2008). In spite of all, we make it:
Themes of stress and resiliency as told by women in families living in poverty.
[Article]. Journal of Family Social Work, 11(1), 17-35.

222

Vogt, D., Vaughn, R., Glickman, M. E., Schultz, M., Drainoni, M.-L., Elwy, R., et al.
(2011). Gender differences in combat-related stressors and their association with
postdeployment mental health in a nationally representative sample of U.S.
OEF/OIF veterans. Journal of Abnormal Psychology, 120(4), 797-806. doi:
10.1037/a002345210.1037/a0023452.supp (Supplemental)
Voydanoff, P. (2005). The effects of community demands, resources, and strategies on
the nature and consequences of the work-family interface: An agenda for future
research. Family Relations, 54(5), 583-595. doi: 10.1111/j.17413729.2005.00343.x
Wagner, J., & Menke, E. M. (1991). Stressors and coping behaviors of homeless, poor,
and low-income mothers. Journal of Community Health Nursing, 8(2), 75-84.
Walsh, F. (1993 ). Conceptualization of normal family processes. In F. Walsh (Ed.),
Normal family processes (2nd ed., pp. 3-69). New York: Guilford Press.
Walsh, F. (1995). From family damage to family challenge. In D. Mikesell, D. Lusterman
& S. H. McDaniel (Eds.), Integrating family therapy: Handbook of family
psychology and systems theory (pp. 587-606). Washington DC: American
Psychological Association.
Walsh, F. (1996). The concept of family resilience: Crisis and challenge. Family Process,
35, 261-281.
Walsh, F. (1998). Strengthening family resiliency. New York: Guilford.
Walsh, F. (2002). A family resilience framework: Innovative practice applications.
Family Relations, 51(2), 130-137. doi: 10.1111/j.1741-3729.2002.00130.x
Walsh, F. (2003). Family resilience: A framework for clinical practice. Family Process,
42(1), 1-18. doi: 10.1111/j.1545-5300.2003.00001.x
Walsh, F. (2007). Traumatic loss and major disasters: Strengthening family and
community resilience. Family Process, 46(2), 207-227. doi: 10.1111/j.15455300.2007.00205.x
Waters, D., & Lawrence, E. (1993). Competence, courage, and change. New York:
W.W. Norton.
Weine, S., Uksini, S., Griffith, J., Agani, F., Pulleyblank-Coffey, E., Ulaj, J., et al.
(2005). A family approach to severe mental illness in post-war Kosovo.
Psychiatry Research, 68(1), 17-27.
Wenzel, S. L. (1993). Gender, ethnic group, and homelessness as predictors of locus of
control among job training participants. The Journal of Social Psychology,
133(4), 495-505.

223

Werner, E. E. (1993 ). Risk, resilience, and recovery: Perspectives from the Kaui
longitudnal study. Development and Psychopathology, 5, 503-515.
WHO ASSIST Working Group. (2002). The Alcohol, Smoking and Substance Abuse
Involvement Screening Test (ASSIST): Development, reliability and feasibility.
[Article]. Addiction, 97(9), 1183.
Wickizer, T. M., Campbell, K., & Krupski, A. (2000). Employment outcomes among
AFDC recipients treated for substance abuse in Washington State. Milbank
Quarterly, 78(4), 585-608.
Wiesner, M., Chen, V., Windle, M., Elliott, M. N., Grunbaum, J. A., Kanouse, D. E., et
al. (2010). Factor structure and psychometric properties of the Brief Symptom
Inventory-18 in women: A MACS approach to testing for invariance across
racial/ethnic groups. Psychological Assessment, 22(4), 912-922. doi:
10.1037/a0020704
Wilcox, W. B. (2001). Good dads: Religion, civic engagement, & paternal involvement
in low-income communities. Philadelphia: Center for Research on Religion and
Urban Civil Society.
Williams, A. (2011). Public housing demand rising Retrieved October 3, 2011
Williams, D. R., & Collins, C. (1995). US socioeconomic and racial differences in health:
patterns and explanations. Annual Review of Sociology, 349-386.
Williams, K. (2000). The long wait: The critical shortage of housing in California. New
York, NY: Corporation for Supportive Housing,
Housing California,.
Wineburg, R. S. (2001). A limited partnership: The politics of religion, welfare, and
social service. New York, NY: Columbia University Press.
Wong, B. Y. L. (2003). General and specific issues for researchers' consideration in
applying the risk and resilience framework to the social domain of learning
disabilities. Learning Disabilities Research & Practice, 18(2), 68-76.
Wooley, M. E., & Grogan-Kaylor, A. (2006). Protective factors in context of
neighborhood: Promoting positive school outcomes. Family Relations, 55(1), 93104.
World Health Organization. (2005). Mental health action plan for Europe: Facing the
challenges, building solutios. Helsinki, Finland: World Health Organization.
Wu, S., Li, J., & Zhu, Z. (2010). Individual resilience and its relationship to social
support and mental health of survivors with family members lost in Wenchuan
earthquake. Chinese Mental Health Journal, 24(4), 309-312.

224

Wu, Z., & MacNeill, L. (2002). Education, work, and childbearing after age 30. Journal
of Comparative Family Studies, 33(2), 191-214.
Wyn, R., Ojeda, V., Ranji, U., & Salganicoff, A. (2004). Racial and ethnic disparities in
women's health coverage and access to care: Findings from the 2001 Kaiser
women's health survey Issue brief: An update on women's health policy. Menlo
Park, CA: The Henry J. Kaiser Family Foundation.
Yeh, C. J., Inman, A. C., Kim, A. B., & Okubo, Y. (2006). Asian American families'
collectivistic coping strategies in response to 9/11. Cultural Diversity and Ethnic
Minority Psychology, 12(1), 134-148. doi: 10.1037/1099-9809.12.1.134
Young, M. Y. (2001). Moderators of stress in Salvadorian refugees: The role of social
and personal resources. International Migration Review, 35(3), 840-869.
Zatura, A. J., Hall, J. S., & Murray, K. E. (2010). Resilience: A new definition of health
for people and communities. In J. W. Reich, A. J. Zatura & J. S. Hall (Eds.),
Handbook of adult resilience (pp. 3-34). New York: Guilford.
Zhang, W., Chen, Q., McCubbin, H., McCubbin, L., & Foley, S. (2011). Predictors of
mental and physical health: Individual and neighborhood levels of education,
social well-being, and ethnicity. [Article]. Health & Place, 17(1), 238-247. doi:
10.1016/j.healthplace.2010.10.008

225

APPENDIX A
SURVEY QUESTIONAIRE

Primary Investigator:
Brian Distelberg PhD
Assistant Professor
Counseling and Family Sciences
Loma Linda University
(909)558-4547 x 47019
bdistelberg@ llu.edu
INFORMED CONSENT
Purpose and Procedures
You are invited to participate in a study entitled “AN EVALUATION OF
INDIVIDUAL, FAMILY, AND COMMUNITY LEVELS OF RESILIENCE.”
Faculty and graduate students in the Department of Counseling and Family Sciences of
Loma Linda University are conducting a study evaluating multiple public housing
communities within San Bernardino County as well as individuals living outside of
public housing communities but receiving housing assistance from the Housing Authority
County of San Bernardino. While the members of the research team are independent of
the Housing Authority, we are working in collaboration with the Housing Authority and
intend to provide a summary of the results of this study to the Housing Authority in an
effort to help the Housing Authority better serve families within San Bernardino County.
In addition, findings from this study will support government-housing agencies in
improving the overall goals of self-sufficiency for residents and families receiving
housing assistance.
If you would like to take part in the study, you will be asked to complete a survey. This
process should take between 45-60 minutes. This survey will ask questions about your
education, employment and vocational background. It will also ask you to report on
other issues such as, social support and community involvement, resources you access
within your community, history of substance use, and relationships/friendship that are
valuable to you.
Risks
There is only minimal risk to you in participating in this study.
Confidentiality
All members of the research team are independent of the Housing Authority. In no way
will information be given to the Housing Authority which would identify you as a
participant or your specific answers to survey questions. You will not be asked to put
your name or any other indentifying information on your survey. When you have
completed your survey the research team will take your completed survey and store it in a
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locked cabinet in an office within the Department of Counseling and Family Sciences at
Loma Linda University. After the research team has finished collecting surveys from all
participants, a summary report of the findings will be sent to the Housing Authority. This
report will consist of broad finding and will not identify you as either taking part in the
study, or reveal your specific responses to survey questions.
Benefits
Your participation in this study will help inform services and resources provided by the
Housing Authority, as well as other service providers that work with families in San
Bernardino County.
Participants Rights
Your participation is completely voluntary. Should you decline to take part in this study,
even after you have started, there are no negative consequences and no ill will on the part
of the research team or the Housing Authority.
Impartial Third Party Contact
If you wish to contact an impartial third party not associated with this study regarding
any question or complaint you may have about the study, you may contact the Office of
Patient Relations, Loma Linda Medical Center, Loma Linda, CA 92354, phone (909)5584647 for information and assistance.
Informed Consent Statement
I have read the contents of the consent form and have listened to the verbal explanation
given by the investigator. My questions concerning this study have been answered to my
satisfaction. I hereby give voluntary consent to participate in this study. Signing this
consent document does not waive my rights nor does it release the investigators or
institution from their responsibilities. I may call Dr. Brian Distelberg, at (909) 558-4547
ext. 47019 if I have additional questions or concerns. I have been given a copy of this
consent form.
___________________________________
Verbal Consent or Signature of Participant

__________________
Date

Investigator Attestation
I have reviewed the contents of the consent form with the person signing above. I have
explained potential risks and benefits of the study.

Signature of Investigator
Brian Distelberg PhD
Dept of Counseling and Family Sciences
Loma Linda University

____
Phone Number
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Date

OFFICE USE
1.

Are you the head of your household?

Yes

No

2.

Please indicate your gender below:
Female
Male

3.

Please check one box below to indicate the race or ethnic that best fits your identity.
Caucasian/White
African American
Hispanic
Asian
American Indian/Alaskan native
Other__________________________

4.

What is your marital status? (please check only one box below)
Single
Married
Divorced
Widowed
Living with a partner

Separated

Other____________________
5.

What is your primary language?
English
Spanish

Other___________________________

6.

What is your age (in years)? _______________

7.

What is the highest level of education you have achieved?
Elementary School (Grades K-5)
Postgraduate (e.g. Masters degree, Doctoral or PhD)
Middle School
High School

Vocational Training _____________________
Other_________________________________

GED
Associate Degree (2 year college)
Bachelors Degree (4 year college)
8.

How many individuals live in your home currently? Number of Individuals______________
Of those individuals how many are:
Children ages 0-6 years
____
Young Adults between 19-30 _____
Children ages 6-12 years ____
Adults between the ages 31-61 _____
Children ages 13-18 years ____
Seniors 62 years or older_____

9.

How many years have you lived in this housing community? Number of years____________
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Very True

Somewhat
True

A Little True

Not True At
All

10. Please respond to each of the statements below by indicating the extent to which that
statement describes your beliefs. For each statement put an “X” below the statement that best
describes your feelings.

I feel like what happens in my life is mostly determined by
powerful people.
When I make plans, I am almost certain to make them
work.
Often there is no chance of protecting myself from bad
luck.
When I get what I want, it’s usually because I’m lucky.
My life is mainly controlled by powerful others.
It is not always wise for me to plan too far ahead because
many things turn out to be a mater of good or bad fortune
(luck).
I am usually able to protect my personal interests.
When I get what I want, it’s usually because I worked hard
for it.
My life is determined by my own actions.
11. Below is a list of statements dealing with your general feelings about yourself. For each
statement put an “X” below the statement that best describes your feelings.
Strongly
Strongly
Agree
Disagree
Agree
Disagree
On the whole, I am satisfied with myself.
At times I think I am no good at all.
I feel that I have a number of good
qualities.
I am able to do things as well as most
other people.
I feel I do not have much to be proud of.
I certainly feel useless at times.
I feel that I am a person of worth.
I wish I could have more respect for
myself.
All in all, I am inclined to think that I am
a failure.
I take a positive attitude toward myself.
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12. If you live in a “public housing community”, how many community meetings do you attend in a year?
(please report only community meetings within this housing community), if you do not live in a public
housing community please skip to question 13.
Never

Once a year

2 to 3 a year

4 to 7 a year

8 to 12 a year

13. On average how much money (income) do YOU make BEFORE taxes monthly?

$______________________ per month

14. On average how much money (income) does your HOUSEHOLD make BEFORE taxes monthly?

$______________________per month
15. What are your household’s sources of income excluding public benefits? (CHECK ALL THAT
APPLY)
Full time Employment

Child Support/Alimony

Foster Care

IHSS (In Home Supportive Services)

Workers’ Compensation

Self Employed

No Source other than public benefits
Retirement/Survivor/Disability Pensions (Not Social Security)
Other (Specify):__________________________________

16. What public benefits do YOU and YOUR children currently receive? (CHECK ALL THAT APPLY)
Temporary Assistance for Needy Families (TANF)
Inland Regional Center
Food Stamps

Unemployment Insurance (UI)

Women, Infant and Children (WIC)

State Disability Insurance (SDI)

Medicaid/MediCal/MediCare

Veteran Affairs Benefits

Social Security Disability (SSDI)

Supplemental Security Income
(SSI)

Other: ________________________________________

EITC (Earned Income Tax Credit)

We do not receive public benefits
17. Are you currently enrolled in any educational, literacy or job training programs?
If Yes, Which programs? (CHECK ALL THAT APPLY)
Literacy/Adult Basic Education (ABE)
GED or High School Diploma
City College
Transitional Jobs Program
Other_______________________________
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Yes

No

SBETA (San Bernardino Employment
Training
Computer Training Program
ESL/Citizenship
Vocational Training

18. Are you currently doing any volunteer work on a weekly basis with an organization?

Yes

No

If yes where do you volunteer________________________________
Approximately how many hours a week do you volunteer for this organization?_____________
19. Is someone in your household employed full time?

Yes

No

20. Are you currently employed? (Check one box below to indicate your current employment status)
Full time

Full time but less than 30 hours a week

Less than 10 hours a week

Currently not employed

Part time (10-20
hours/week)

21. What are your current career goals? (CHECK ALL THAT APPLY)
Increase Wage Income

Increase Hours

Change Jobs

New Skills

Decrease hours

Change Shifts

Employment Training

Other: ________________________
22. If you are currently unemployed are you interested in finding employment in the future? (if you are
currently employed skip to question 37)
Yes
Yes, but not right now
No
23. If you are currently unemployed please select all of the following that apply to you.
I receive SSDI or SSI
I am a stay at home parent of young children
I am retired

I am a stay at home caretaker for a disabled adult

I am in school full time

I am over 62 years of age

My spouse works full time

I am receiving TANF

I have been looking for a job

I am currently not looking for a job

I have a physical limitation or disability
24. If you are unemployed, how long have you been unemployed (CHECK ONE)
Less than 1 month

1 Year or more

Between 1-6 Months

I have never been employed

Between 6-12 months

25. If you are unemployed please select any of the following that you see as barrier to your employment.
Lack of child care

Occupational skills

Lack of transportation

Lack of job skills

Education

Background

Mental health

Physical disability

Substance use

Citizenship status

Identification papers

Health issues

I don’t know

Caring for an elderly or disable relative

Other (explain):_____________________________
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Mostly True

Somewhat
True

Slightly True

Slightly False

Somewhat
False

Definitely
False

Mostly False

26. For each statement put an “X” below the statement that best describes your feelings how you
think about yourself right now.

If I should find myself in a jam, I
could think of many ways to get out
of it.
At the present time, I am
energetically pursuing my goals.
There are lots of ways around any
problem that I am facing now.
Right now, I see myself as being
pretty successful.
I can think of many ways to reach
my current goals.
At this time, I am meeting my
goals.
27. Thinking of your family, check all of the following options that your family uses for health care
support. (CHECK ALL THAT APPLY)
Purchased policy on own

Veteran’s Administration/TRICARE

Current or Former employer

Union

Medicaid/MediCal/Medicare

IEHP(Inland Empire Health Program)

Don’t know

Indian Health Service

Family currently not covered
I am covered by some else’s insurance plan (Specify_____________________________

28. Are you in need of any of the following health services? (CHECK ALL THAT APPLY)
General Health Screening

Enrollment in Social Security Disability (SSDI)

WIC (Women Infants & Children)

Substance Abuse/Use Treatment

Pre-Natal Healthcare

Shelter from Physical Abuse

Prescription Medications

IEHP (Inland Empire Health Program)

Treatment for Allergies, Asthma or Eczema

Eye Care (Eyeglasses, Exams)

Individual/Family counseling

Mental Health Services

Dental care

Other (Describe:_________________________

232

29. Below is a list of problems people sometimes have. Please read each one carefully and put in
“X” below the statement that best describes how much that problem has distressed or
bothered you during the last 14 days including today. Choose only one statement for each
problem and please do not skip any items.
Not at
all

A Little
Bit

Nervousness or shakiness inside
Faintness or dizziness
Pains in heart or chest
Thoughts of ending your life
Suddenly scared for no
reason
Feeling lonely
Feeling blue
Feeling no interest in things
Feeling fearful
Nausea or upset stomach
Trouble getting your breath
Hot or cold spells
Numbness or tingling in
parts of your body
Feeling hopeless about the
future
Feeling weak in parts of
your body
Feeling tense or keyed up
Spells of terror or panic
Feeling so restless that you
couldn’t sit still
Feelings of worthlessness
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Moderately

Quite a
Bit

Extremely

30. In the past three months, how often have you used the following substances?

Never

Once or
Twice

• Alcohol (liquor, wine, spirits)
• Cannabis (marijuana, pot, grass,
hash, etc.)
• Cocaine (coke, crack, etc.)
• Prescription stimulants (Ritalin,
Concerta, Dexedrine, Adderall, diet
pills, etc.)
• Methamphetamine (speed, crystal
meth, ice, etc.)
• Inhalants (nitrous oxide, glue, gas,
paint thinner, etc.)
• Sedatives or sleeping pills
(Valium, Serepax, Ativan, Librium,
Xanax, Rohypnol, GHB, etc.)
• Hallucinogens (LSD, acid,
mushrooms, PCP, Special K,
ecstasy, etc.)
• Street opioids (heroin, opium,
etc.)
• Prescription opioids (fentanyl,
oxycodone [OxyContin, Percocet],
hydrocodone [Vicodin], methadone,
buprenorphine, etc.)
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Monthly

Weekly

Daily
or
Almost
Daily

31. In the past three months, how often have you had a strong desire or urge to use the following
substances?

Never

Once or
Twice

• Alcohol (liquor, wine, spirits)
• Cannabis (marijuana, pot, grass,
hash, etc.)
• Cocaine (coke, crack, etc.)
• Prescription stimulants (Ritalin,
Concerta, Dexedrine, Adderall, diet
pills, etc.)
• Methamphetamine (speed, crystal
meth, ice, etc.)
• Inhalants (nitrous oxide, glue, gas,
paint thinner, etc.)
• Sedatives or sleeping pills
(Valium, Serepax, Ativan, Librium,
Xanax, Rohypnol, GHB, etc.)
• Hallucinogens (LSD, acid,
mushrooms, PCP, Special K,
ecstasy, etc.)
• Street opioids (heroin, opium,
etc.)
• Prescription opioids (fentanyl,
oxycodone [OxyContin, Percocet],
hydrocodone [Vicodin], methadone,
buprenorphine, etc.)
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Monthly

Weekly

Daily
or
Almost
Daily

32. In the past three months, how often have you failed to do what was normally expected of you
because of your use of any of the following substances?

Never

Once or
Twice

• Alcohol (liquor, wine, spirits)
• Cannabis (marijuana, pot, grass,
hash, etc.)
• Cocaine (coke, crack, etc.)
• Prescription stimulants (Ritalin,
Concerta, Dexedrine, Adderall, diet
pills, etc.)
• Methamphetamine (speed, crystal
meth, ice, etc.)
• Inhalants (nitrous oxide, glue, gas,
paint thinner, etc.)
• Sedatives or sleeping pills
(Valium, Serepax, Ativan, Librium,
Xanax, Rohypnol, GHB, etc.)
• Hallucinogens (LSD, acid,
mushrooms, PCP, Special K,
ecstasy, etc.)
• Street opioids (heroin, opium,
etc.)
• Prescription opioids (fentanyl,
oxycodone [OxyContin, Percocet],
hydrocodone [Vicodin], methadone,
buprenorphine, etc.)
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Monthly

Weekly

Daily
or
Almost
Daily

33. Below are some questions about your health and feelings. Please read each carefully and
place an “X” below your best answer.
Yes, Describes
Me Exactly

Somewhat
Describes Me

I like who I am…
I am not an easy person to get along
with…
I am basically a healthy person…
I give up too easily…
I have difficulty concentrating…
I am happy with my family
relationships…
I am comfortable being around
people…
34. TODAY would you have any physical trouble or difficulty…
None

Some

A Lot

Walking up a flight of stairs…
Running the length of a football
field…
35. During the PAST WEEK, how much trouble have you had with…
None
Sleeping…
Hurting or aching in any part of your
body…
Getting tired easily…
Feeling depressed or sad…
Nervousness…
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Some

A Lot

No, Doesn’t
Describe Me
At All

36. During the PAST WEEK, how often did you…
None

Some

A Lot

Socialize with other people (talk or visit
with friends or relatives…
Take part in social, religious, or recreation
activities (meetings, church, movies, sports,
parties)…
37. During the PAST WEEK, how often did you…
None

Some

A Lot

Stay in your home, a nursing home, or
hospital because of sickness, injury, or other
health problems…

In talking with family and friends, how
often do you mention spiritual matters?
How often do you share with others the
problems and joys of living according
to your spiritual beliefs?
How often do you read spirituallyrelated materials
How often do you engage in private
prayer or meditation?
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Don’t
know

About
once a day

About
once a
year
About
once a
month
About
once a
week

Not at all

38. Please answer each question to the best of your ability by marking “X” in the space below
the statement that best describes you.

Don’t
know

Strongly
agree

Agree

Neutral

Disagree

Strongly
disagree
Forgiveness is an important part of my
spirituality
I seek spiritual guidance in making
decisions in my everyday life
My spirituality is a significant part of
my life
I frequently feel very close to God or a
“higher power” in prayer, during public
worship or at important moments in my
daily life
My spiritual views have had an
influence upon my life
My spirituality is especially important
to me because it answers many
questions about the meaning of life

Family members ask each other for help
In solving problems, the children’s suggestions are
followed
We approve of each other’s friends
Children have a say in their discipline
We like to do things with just our immediate family
Different people act as leaders in our family
Family members feel closer to other family members
than to people outside the family
Our family changes its’ way of handling tasks
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Almost
always

Frequently

Sometimes

Once in a
while

Almost never

39. For each of the following statements think about your “family” or those individuals that you
consider to be “family”. Read each statement and put an “X” below the statement that
describes YOUR FAMILY.

Family members like to spend free time with each other
Children and parents discuss punishment together
Family members feel very close to each other
The children make the decisions in our family
When our family gets together for activities, everybody
is present
Rules change in our family
We can easily think of things to do together as a family
We shift household responsibilities from person to
person
Family members consult other family members on their
decisions
It is hard to identify the leader(s) in our family
Family togetherness is very important
Its hard to tell who does which household chores

Sharing our difficulties with relatives
Seeking encouragement and support from friends
Knowing that we have the power to solve major
problems
Seeking information and advice from persons in other
families who have faced the same or similar problems
Seeking advice from relatives (grandparents, etc.)
Seeking assistance from community agencies and
programs designed to help families in my situation
Knowing that we have the strength within our own
family to solve our problems
Receiving gifts and favors from neighbors (e.g. , food,
taking in mail, etc.)
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Strongly
agree

Agree

Neutral

Disagree

When we face problems or difficulties in OUR
FAMILY, we respond by…

Strongly
Disagree

40. Please indicate how much you agree or disagree with each of the following statements by
placing an “X” in the box:

Seeking information and advice from the family doctor
Asking neighbors for favors and assistance
Facing the problems “head-on” and trying to get a
solution right away
Showing that we are strong
Attending church services
Sharing concerns with close friends

Strongly
agree

Agree

Neutral

Strongly
Disagree

When we face problems or difficulties in OUR
FAMILY, we respond by…

Disagree

Accepting that difficulties occur unexpectedly

Doing things with relatives (get-togethers, dinners, etc.)
Seeking professional counseling and help for family
difficulties
Believing we can handle our own problems
Participating in church activities
Defining the family problem in a more positive way so
that we do not become too discouraged
Asking relatives how they feel about problems we face
Seeking advice from a minister
Sharing problems with neighbors
Having faith in God

In talking with family, how often do you
mention spiritual matters?
How often do you share the problems and
joys of living according to your spiritual
beliefs with your family?
How often do you read spiritually-related
materials to or with your family?
How often do you engage in prayer or
meditation with your family?
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Don’t
know

About
once a day

About
once a
year
About
once a
month
About
once a
week

Not at all

41. Please answer each question to the best of your ability by marking “X” in the space below
the statement that best describes YOUR FAMILY.

Don’t
know

Strongly
agree

Agree

Neutral

Disagree

Strongly
disagree
Forgiveness is an important part of my
family’s spirituality
I seek spiritual guidance in making
decisions in regards to my family
My spirituality is a significant part of my
family’s life
My family frequently feels very close to
God or a “higher power” in prayer, during
public worship or at important moments in
my daily life
My family’s spiritual views have had an
influence upon my family’s life
My family’s spirituality is especially
important to my family because it answers
many questions about the meaning of life

We yell and scream at each other
We are respectful of each others’ feelings
We talk things through till we reach a solution
We work hard to be sure family members will not hurt
emotionally or physically
We walk away from conflict without much satisfaction
We share with each other how much we care for one another
We make matters more difficult by fighting and bring up old
matters
We take the time to hear what each other has to say or feel
We work to be calm and talk things through
We get upset, but try to end our conflict on a positive note
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True

Mostly
True

Mostly
false

False

42. When MY FAMILY struggles with problems or conflicts which upset us, I would describe
my family in the following ways:

Friend’s special events
Children’s birthday(s)
Relatives’ birthdays/ anniversaries
Spouses’ birthdays
Religious occasions (holy days, etc.)
Yearly major holidays (4th of July, New Year)
Occasions (i.e. Valentine’s Day, Mother’s Day)
Special changes and events (i.e. graduation, job
promotion, quincineta)
Special surprises and successes (i.e. passed a test, good
report card)
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Not
Applicable

Always

Often

We celebrate these special moments:

Seldom

Never

43. Please read each special event/occasion and decide how often YOUR FAMILY celebrates
(i.e. takes time and effort to appreciate the event/special situation, etc.) on these occasions.
Please mark “X” under the statement that best describes your family.

Extremely
Important

Very
Important

Not
Important
at All

A Little
Important

Moderately
Important

44. Please put an “X” below the statements that best describes your religious beliefs and values.

Never

A Few
Times a
Year

Once a
month

Twice a
month

Every
week

How important are religious services to
you?

How often do you attend church or religious
services?
How often do you take part in other activities
besides services at your church or place of
worship?
How often would you attend church or
religious services, if you were able to?

If I had an emergency, even people I don’t know in this
community would be willing to help me.
I feel good about myself when I sacrifice and give time
and energy to members of my family.
The things I do for members of my family and they do
for me make me feel part of this very important group.
People here know they can get help from the
community if they are in trouble.
I have friends who let me know they value who I am
and what I can do.
People can depend on each other in this community.
Members of my family seldom listen to my problems or
concerns; I usually feel criticized.
My friends in this community are a part of my everyday
activities.
There are times when family members do things that
make other members unhappy.
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Strongly
agree

Agree

Neutral

Disagree

Strongly
Disagree

45. Please indicate how much you agree or disagree with each of the following statements about
your community and family by placing an “X” below the statement that best describes how
you feel.

I need to be very careful how much I do for my friends
because they take advantage of me.
Living in this community gives me a secure feeling.
The members of my family make an effort to show their
love and affection for me.
There is a feeling in this community that people should
not get too friendly with each other.
This is not a very good community to bring children up
in.
I feel secure that I am as important to my friends as they
are to me.
I have some very close friends outside the family who I
know really care for me and love me.
Member(s) of my family do not seem to understand me;
I feel taken for granted.

I feel safe walking in my neighborhood
Violence is not a problem in my
neighborhood
My neighborhood is safe from crime
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Strongly
agree

Agree

Neutral

Disagree

Strongly
Disagree

46. Please indicate how much you agree or disagree with each of the following statements about
your neighborhood by placing an “X” in the associated box:

47. On a scale from 1 to 10, 1 being “Rarely or Not Worried” and 10 being “Very Worried”,
please select the number that best describes how worried you are about the following things
in your neighborhood and put that number in the space after each sentence.
1

5

10

Rarely/Not worried

Very Worried

Drug dealers or users hanging around

Letting children go outside
during the night

Having property stolen

Being robbed

Walking alone during the day

Being murdered

Letting children go outside during the day
On a scale from 1 to 10, 1 being “Rarely” and 10 being “Frequently”, please select the number
that best describes how often these things are found in your neighborhood and put that number in
the space after each sentence.
1

5

10

Rarely

Frequently

Litter or trash on the sidewalks or streets

Drunks hanging around

Graffiti on buildings and walls

Unemployed adults hanging
around

Abandoned cars

Young adults hanging around

Vacant, abandoned or boarded up buildings

Gang activity

Houses and yards not kept up

Please Continue to the Next Page
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The following questions are about your ethnicity or your ethnic group and how you feel about it
or react to it.

I have spent time trying to find out more about my ethnic group,
such as its history, traditions, and customs.
I am active in organizations or social groups that include mostly
members of my own ethnic group.
I have a clear sense of my ethnic background and what it means
for me.
I think a lot about how my life will be affected by my ethnic
group membership.
I am happy that I am a member of the group I belong to.
I have a strong sense of belonging to my own ethnic group.
I understand pretty well what my ethnic group membership
means to me.
In order to learn more about my ethnic background, I have often
talked to other people about my ethnic group.
I have a lot of pride in my ethnic group.
I participate in cultural practices of my own group, such as
special food, music, or customs.
I feel a strong attachment towards my own ethnic group.
I feel good about my cultural or ethnic background.
49. For the questions below, please use the following numbers:
1)
2)
3)
4)
5)
6)
7)

Asian or Asian-American, including Chinese, Japanese, and others
Black or African-American
Hispanic or Latino, including Mexican-American, Central-American, and others
White, Caucasian, Anglo, European-American,; not Hispanic
American Indian/ Native American
Mixed; Parents are from two different groups
Other (please describe): ____________________________________

Which number above best describes YOUR ethnicity: ______
Which number above best describes YOUR FATHER’S ethnicity? _______
Which number above best describes YOUR MOTHER’s ethnicity? ____
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Strongly
agree

Agree

Disagree

Strongly
Disagree

48. Please indicate how much you agree or disagree with each of the following statements by
placing an “X” in the associated box:

APPENDIX B
IRB APPROVAL FORM

248

APPENDIX C
HISTOGRAMS OF OBSERVED VARIABLES
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250

251

252

253

254

255

256

257

258

259

260

261

262

263

264

265

266

267

268

